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Abstract 
Study overview and aims 
Pre-discharge occupational therapy home visits after stroke are routinely conducted 
during the discharge planning process. However, there is limited research evidence 
about the value of these visits for patients. 
  
The aims of this study were two fold. Firstly, to identify and report on the value of pre-
discharge occupational therapy home visits for patients returning home after stroke. 
Secondly, to gain knowledge to inform the design of future research into home visits 
after stroke.  
 
Method 
A qualitative methodology was used. The research method consisted of semi-
structured interviews with three participant groups; experts, senior occupational 
therapists and patients. Interviews were recorded, transcribed verbatim and analysed 
using a thematic analysis approach.  
 
Key findings 
Following thematic analysis of the thirty four interviews that were conducted (six with 
experts, 20 with senior occupational therapists and eight with patients), the findings 
indicate the perceived value of pre-discharge home visits after stroke: 
‚ Home visits after stroke offer a bespoke ĂƐƐĞƐƐŵĞŶƚŽĨĂƉĂƚŝĞŶƚ ?s individual 
needs at home when compared to hospital assessments. 
‚ The value of pre-discharge occupational therapy home visits has been heavily 
influenced by their perceived costliness. Consequently the number of home 
visits seems to have reduced. However, opinions were mixed about their cost-
effectiveness. 
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‚ There were differing values placed on completing pre-discharge occupational 
therapy home visits for the purpose of risk management and equipment 
provision. 
‚ Pre-discharge occupational therapy home visits were perceived to be of 
greatest value to patients with moderately severe levels of disability and/or a 
reduced social support network on their return home.  
‚ There was mixed opinion, both within and across the participant groups, about 
the value of completing pre-discharge occupational therapy home visits with 
patients who had cognitive impairment after stroke. 
‚ Suggestions were made across the participant groups as to how pre-discharge 
occupational therapy home visits after stroke could be improved to provide 
better value to patients.  
 
Conclusion 
The main values of the pre-discharge home visit identified by this research were 
minimising risks, improving independence in activities of daily living, enabling a better 
quality of life and supporting a patient to adjust to life after stroke. 
 
There were mixed opinions about these purposes, making it difficult to generalise the 
value of pre-discharge occupational therapy home visits after stroke. However, the 
overarching value of the pre-discharge home visit remained its individualised and 
bespoke nature. In essence, this intervention was felt to be tailored to individual 
patients, as it varied depending on the impact of stroke, home environment and 
meaningful activities of daily living.  
 
Future research investigating pre-discharge occupational therapy home visits after 
stroke needs to consider the value of different purposes for which home visits are 
undertaken. This would support the development and implementation of future 
practice. 
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1.1. Chapter overview 
Occupational therapists (OTs) play a key role in enabling patients to become 
independent in performing meaningful activities of daily living (ADL). Occupational 
therapy (OT) after stroke leads to better patient functional outcomes, but the specifics 
of effective interventions remain unclear (Steultjens et al., 2003; Legg et al., 2006).  
 
This study investigated the perceived value of pre-discharge OT home visits after 
stroke. Although this intervention was routinely used with patients who had had a 
stroke, there was limited research evidence to support its clinical effectiveness and 
there was little further research exploring the way in which key stakeholders perceive 
and understand the value of the practice (Chibnall, 2011). It was also an area of OT 
practice that had come into question in view of its perceived cost-effectiveness (Barras, 
2005). Hence the need for further investigation into the value of pre-discharge home 
visits for patients who have had a stroke.  
 
This chapter introduces pre-discharge OT home visits after stroke, drawing on the 
literature on stroke, stroke rehabilitation, OT after stroke and pre-discharge home 
visits. It then goes on to outline the details of this study. 
  
1.2. Stroke          
1.2.1. Definition and symptoms 
^ƚƌŽŬĞŝƐĚĞĨŝŶĞĚĂƐ “a clinical syndrome, of presumed vascular origin, typified by 
rapidly developing signs of focal or global disturbance of cerebral functions lasting more 
than 24 hours or leading to death ? ?t,K, 1978).  
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The most common symptoms of an acute stroke are; sudden weakness or numbness to 
the face, arm or leg on one side of the body (known as hemiparesis), difficulty walking, 
sudden loss of speech and language, confusion, loss of vision, severe headache, 
dizziness, loss of balance or coordination or a sudden fall, fainting or unconsciousness 
(Warlow et al., 2008; WHO, 2013).   
 
1.2.2. Causes, classification and prognosis 
Stroke has two main causes; a blockage of the blood supply to the brain, classified as an 
ischaemic stroke, or a rupture of a blood vessel supplying the brain, which is classified 
as a haemorrhagic stroke.  
 
Ischaemic stroke 
A blockage of the blood supply to the brain results in death of the brain tissue, this is 
called ischaemia and leads to an infarct. Ischaemic strokes account for approximately 
85% of strokes (Brown et al., 2006). The three most common causes of ischemic stroke 
are i) large artery atherosclerosis, ii) an embolism from the heart, iii) intracranial small-
vessel disease (Norrving, 2010: 28).   
 
Haemorrhagic stroke 
A haemorrahagic stroke occurs when a blood vessel supplying the brain ruptures 
(haemorrhage), which accounts for approximately 20% of strokes (Freitas et al., 2005). 
Haemorrhagic strokes can be of intracerebral or subarachnoid origin and the main 
causes are high blood pressure (hypertension) or, less commonly, aneurysms.  
 
Patients admitted to hospital are required to have a computerised tomography (CT) 
brain scan within 12 hours of admission to determine the nature of their stroke. This 
enables effective management (Royal College of Physicians, 2012). The type of stroke a 
4 
 
patient has provides an indication of its pathology, severity, ongoing treatment and 
likely prognosis. 
 
Prognosis 
The death rate within the first 30 days after stroke is higher for patients who have had 
a haemorrhage, but patients who survive a haemorrhage at one year have better 
outcomes (Bamford et al., 1991; Brown et al., 2006). Patients with major ischaemic 
stroke i.e. Total Anterior Circulatory Infarct (TACI) also have a higher risk of death one 
month post stroke (40%) when compared to a Partial Anterior Circulatory Infarct (PACI) 
(4%), Lacunar Infarct (LACI) (2%) and a Posterior Circulatory Infarct ( POCI) (7%), 
(Harwood et al., 2011).  
 
Prognosis for independence, one year post stroke, varies depending on both subtype of 
stroke and initial neurological severity, with only 10% of those having a TACI and 
surviving becoming independent. However outcomes for independence for those who 
survive and have other subtypes of infarct are better; PACI (70%), LACI (67%) and POCI 
(75%) (Harwood et al., 2011).  
 
Older age, coma at onset and persistent neglect are indicators for a poorer outcome 
(Brown et al., 2006:74). Patients with depression after stroke (approximately one 
third), are also likely to have a poorer functional outcome, worse social outcome and to 
respond less well to rehabilitation (Lincoln et al., 2011: 284). 
 
1.2.3. Risk factors 
Individuals who have had a stroke, have a ten-fold risk of having another: one in five 
strokes are a recurrent stroke (Harwood et al., 2011). Secondary prevention is 
therefore of key importance, which includes an understanding by both clinicians and 
patients about stroke risk factors. 
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The most prevalent and modifiable cause of stroke is hypertension (high blood 
pressure) (Freitas et al., 2005). The risk of hypertension is influenced by lifestyle factors 
over which individuals have an influence, such as smoking, but also factors individuals 
cannot control, such as their age and ethnic origin. Women are at a slightly higher risk 
of having a stroke in their lifetime, in part due to their higher life expectancy, but 
stroke incidence in men is approximately 25% higher (Stroke Association, 2013). Afro-
Caribbean and Asian populations have a higher incidence of stroke than Caucasian 
populations (Brown et al., 2006).  
 
1.2.4. The impact of stroke 
Socio-economic impact 
For patients who survive a stroke, difficulties include: returning home, socialising with 
friends and family, returning to work and participation in leisure activities. Decreased 
participation in these activities can result in social isolation, hence the possibility of the 
social impact of stroke being huge. 
 
Saka et al. (2009) reported that the treatment of, and productivity loss arising from, 
stroke results in total societal costs of £8.9 billion a year, with treatment costs 
accounting for approximately 5% of total UK NHS costs. The cost to the NHS is £3 
billion a year (National Audit Office, 2010). 
 
Disability/dependency after stroke 
With the ongoing development of the evidence base for the medical management of 
acute stroke, including the use of thrombolysis, mortality rates and levels of 
dependency have been reduced (Wardlaw et al., 2009). However, stroke remains the 
third largest cause of death in the UK and, perhaps more significantly, the largest cause 
of disability (Department of Health, 2010).  
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As would be expected, those patients who initially have severe neurological 
impairment are much less likely to regain independence (13% for severe impairment 
and 4% for very severe impairment) when compared to those who have moderate to 
mild impairment (37% for moderate impairment and 68% for mild impairment) 
(Harwood et al., 2011). 
Approximately 50% of people who survive a stroke are dependent in activities of daily 
living (ADL). Ten percent are dependent with toileting, 10-30% with washing and 
bathing and 20% with dressing, one year post stroke (Warlow et al., 2008). 
It has been reported that 300,000 people are living with moderate to severe disability 
in the UK at any one time, as a result of stroke (National Audit Office, 2010). Therefore, 
the need for ongoing rehabilitation that aims to reduce the impact of stroke is 
ƐŝŐŶŝĨŝĐĂŶƚŝŶŝŵƉƌŽǀŝŶŐĂƉĂƚŝĞŶƚ ?ƐĐŚĂŶĐĞƐŽĨƌĞĐŽǀĞƌǇĂĨƚĞƌƐƚƌŽŬĞ ? 
 
The burden of stroke for patients and their families, and economically, is substantial, 
hence stroke being high on the public health agenda. The national stroke strategy 
(Department of Health, 2007) reflects the importance placed on addressing the burden 
of stroke, and emphasises the need for those commissioning health and social care 
rehabilitation serǀŝĐĞƐƚŽƉƌŝŽƌŝƚŝƐĞ ‘ůŝĨĞĂĨƚĞƌƐƚƌŽŬĞ ? ? 
 
1.2.5. Stroke Rehabilitation 
  
 “Early and planned multidisciplinary rehabilitation remains the cornerstone of stroke 
management because it is applicable to most stroke survivors. Furthermore, 300 
randomised controlled trials provide a sound foundation for evidenced- based practice 
in stroke rehabilitation, supplementing and often confirming decades of clinical 
experience ?       (Kalra and Harris, 2010: 254). 
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It is widely recognised that people who have had a stroke are more likely to be alive, 
independent and living at home one year after their stroke, if they receive specialist 
multidisciplinary care (Langhorne, 1997; Department of Health, 2007; Royal College of 
Physicians, 2012). 
  
A systematic review reporting the benefits of specialist stroke rehabilitation showed 
that better outcomes were most apparent in units based in a discrete ward (Stroke Unit 
Trialists Collaboration, 2007). Research has also shown that, for patients with mild to 
moderate levels of disability after stroke, early supported stroke discharge teams are 
equally effective in providing rehabilitation at home, and can assist in reducing hospital 
length of stay (Langhorne, 2005).  
 
The Royal College of Physicians (RCP) guidelines (RCP, 2012) and the National Institute 
for Clinical Excellence stroke guidelines (NICE, 2013) recommend that patients receive 
multi-professional assessment and treatment post stroke. The National Service 
Framework for older people, standard five, also states that all stroke patients  “should 
be ƚƌĞĂƚĞĚďǇƐƉĞĐŝĂůŝƐƚƐƚƌŽŬĞƚĞĂŵƐǁŝƚŚŝŶĚĞƐŝŐŶĂƚĞĚƐƚƌŽŬĞƵŶŝƚƐ ?(Department of 
Health, 2001:65). 
 
ƐƐƚƌŽŬĞĐĂŶŚĂǀĞĂŵĂũŽƌŝŵƉĂĐƚŽŶĂƉĞƌƐŽŶ ?ƐĂďŝůŝƚǇƚŽƉĞƌĨŽƌŵ> ?ƚŚĞŝŶĐůƵƐŝŽŶŽĨ
OT in the multi-disciplinary specialist team is essential and forms part of the stroke 
guidelines (RCP, 2012).  
 
1.3. Occupational therapy after stroke 
 Occupational therapy has been defined as: 
 
 “The purpose of occupational therapy is to enable people to fulfil, or to work towards 
fulfilling, their potential as occupational beings. Occupational therapists promote 
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function, quality of life and the realisation of potential in people who are experiencing 
occupational deprivation, imbalance or alienation. They believe that activity can be an 
effective medium for remediating dysfunction, facilitating adaptation and recreating 
identity ? ?ŽůůĞŐĞŽĨKĐĐupational Therapists (COT) 2009: 1). 
 
 “Occupational therapy is a client-centred health profession concerned with promoting 
health and well being through occupation. The primary goal of occupational therapy is 
ƚŽĞŶĂďůĞƉĞŽƉůĞƚŽƉĂƌƚŝĐŝƉĂƚĞŝŶƚŚĞĂĐƚŝǀŝƚŝĞƐŽĨĞǀĞƌǇĚĂǇůŝĨĞ ? ?(World Federation of 
occupational therapists (WFOT) 2010:1). 
 
OTs view people as occupational beings who need to be able to participate in 
meaningful occupations to enable health and well-being (COT, 2009). OTs assess the 
impact of stroke ŽŶĂŶŝŶĚŝǀŝĚƵĂů ?Ɛ occupational performance within the context of the 
ƉĞƌƐŽŶ ?ƐƐŽĐŝĂůĂŶĚƉŚǇƐŝĐĂůĞŶǀŝƌŽŶŵĞŶƚ ?Occupations can be split into three main 
categories: personal, productive and leisure (Law et al., 2005). Different approaches 
ĐĂŶďĞƚĂŬĞŶďǇKdƐŝŶƚŚĞƌĞĐŽǀĞƌǇŽĨĂƉĂƚŝĞŶƚ ?ƐŽĐĐƵƉĂƚŝŽŶĂůƉĞƌĨŽƌŵĂŶĐĞ ?ƚŚĞƐĞ
include: restoration of an underlying impairment/bodily function, learning to complete 
ADL in a new way, compensating for a loss of function by the use of equipment or 
modification of the environment in which the task is performed. 
 
Evidence base for OT after stroke  
The OT concise guide for stroke (RCP, 2012) provides a summary of the evidence for 
the most effective interventions for certain impairments post stroke. The evidence 
base for OT after stroke has continued to develop over the past 20 years, with research 
indicating that patients have better functional outcomes if they receive OT. This 
evidence is now outlined. 
 
Systematic reviews of the literature that have evaluated the efficacy of OT after stroke 
indicate OT improves functional outcomes, inclusive of both primary ADL (Personal and 
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mobility), extended ADL (e.g. domestic and leisure skills) and social participation 
(Steultjens et al., 2003; Walker et al., 2004; Legg et al., 2007 ). The odds of a poor 
outcome in terms of death or institutional care were also reduced for those receiving 
OT (Legg et al., 2006).  It should be noted when considering the implementation of 
research, that the majority of this evidence had been completed in the community 
setting as opposed to in-patient hospital settings (Legg et al., 2006). 
 
Older patients and those less dependent patients were found to benefit more from OT 
interventions than younger patients and the more dependent stroke population 
(Walker et al., 2004). However, interestingly a developing area of stroke research was 
the investigation of the effect of OT in care homes, where older populations lived, who 
were likely to have a higher level of dependency. The findings of a cluster RCT showed 
patients receiving OT were less likely to deteriorate in terms of their ADL performance 
(Sackley, 2006). This indicated OT was of value in preventing a reduction in ADL 
performance, as opposed to enhancing independence in ADL. 
 
Research that has investigated OT for specific impairments after stroke remains limited 
(Carter et al., 1983; West et al., 2008; Hoffman et al., 2010), making it difficult to 
determine precise OT interventions that improve ADL outcomes. Steultjens et al. (2003) 
found no significant difference between control and intervention groups for specific OT 
interventions, including: training of sensory-motor functions, provision of splints, 
training of skills, training of cognitive function and education to family and caregivers. 
However, there has been some promising research into the efficacy of executive 
function interventions after stroke i.e. those focussing on higher level cognitive 
functions such as flexibility in thinking and problem solving, as highlighted in a recent 
systematic review by Poulin et al. (2012).  
 
Targeted OT ĂĨƚĞƌƐƚƌŽŬĞŚĂƐďĞĞŶƐŚŽǁŶƚŽŝŵƉƌŽǀĞƐƚƌŽŬĞƐƵƌǀŝǀŽƌƐ ?ŝŶĚĞƉĞŶĚĞŶĐĞŝŶ
ADL. However, the impact of specific OT interventions such as the pre-discharge home 
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visit, for people who have had a stroke, remains unclear and the cost-effectiveness of 
OT after stroke is yet to be adequately addressed (Logan, 2011). Future studies that 
evaluate the implementation of research into practice, and the longer term effects of 
OT after stroke, are also required.  
 
A lack of evidence and the perceived expense of pre-discharge home visits had caused 
this intervention to come under scrutiny (Patterson and Mulley, 1999; Barras, 2005), 
potentially resulting in the removal of them as a key indicator for the RCP stroke 
sentinel audit, which were based on critically reviewed research evidence and used as 
performance measures for stroke units in the UK (RCP, 2008).  
 
1.4. Pre-discharge occupational therapy home visits after stroke 
&ŽƌƚŚĞƌĞĂĚĞƌ ?ƐĐůĂƌŝĨŝĐĂƚŝŽŶƚhe term  ‘ƉƌĞ-discharge home visit ?Žƌ ‘ŚŽŵĞǀŝƐŝƚ ?is used 
throughout this investigation to refer to:  
 
³A visit to the home of a hospital in-patient which involves an occupational therapist in 
accompanying the consumer to assess his/her ability to function independently within 
the home environment or to assess the potential for the consumer to be as independent 
as possible with the support of carers ? (COT, 1990:1)  
 
It is also acknowledged that the pre-discharge home visit has been referred to in 
previous research as a  ‘home assessment ? ? 
 
In order to distinguish pre-discharge home visits, from other types of home visits that 
take place after stroke, i.e. access visits and discharge home visits, each of these is now 
defined.  
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Access visit definition 
An access visit (also referred to as an environmental visit), is an assessment of the 
home environment without the patient, to specifically identify potential problems that 
a patient may face with access both into and within their property.  
 
Discharge home visit definition 
A discharge home visit ƚĂŬĞƐƉůĂĐĞŽŶƚŚĞĚĂǇŽĨĂƉĂƚŝĞŶƚ ?ƐĚŝƐĐŚĂƌŐĞĨƌŽŵŚŽƐƉŝƚĂů ?
and is usually completed to set a patient up at home and identify ongoing rehabilitation 
goals that can be continued by community therapists. 
 
There has been a drive in recent years to reduce the level of disability and dependency 
caused by stroke (Department of Health, 2007). This included ensuring stroke survivors 
were supported to live as independently as possible and enabling health and wellbeing, 
through participation in their wider community. Home visits after stroke potentially 
supported patients in this process, during the transition from hospital to home and 
were a routine part of OT practice. 
 
Stroke guidelines recommend that,  “Before discharge of a patient who remains 
ĚĞƉĞŶĚĞŶƚŝŶƐŽŵĞĂĐƚŝǀŝƚŝĞƐ ?ƚŚĞƉĂƚŝĞŶƚ ?ƐŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚƐŚŽƵůĚďĞĂƐƐĞƐƐĞĚĂŶĚ
optimised, usually by a home visit by an occupational therapist ?(RCP, 2012: 145). 
However, there remained limited evidence to support this intervention and research 
into the effectiveness of home visits for the general elderly population, had proved 
difficult. This was potentially due to ethical concerns about withdrawing home visits, 
when under routine care patients would have usually had a home visit (Lannin et al., 
2007). Specific investigation into the value of home visits after stroke was also limited 
(Chibnall, 2011). Investigation of home visits after stroke was therefore important, in 
order to generate evidence to support guidelines for this intervention.  
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The 2006 stroke sentinel audit (RCP, 2006) indicated that home visit practice varied 
considerably across the UK, with some units completing home visits with the majority 
of stroke patients, and others completing few home visits. The picture of national 
practice of home visits after stroke was therefore unclear. With the perceived value of 
this practice being unknown, measuring the effectiveness of home visits was difficult, in 
part due to different centres completing different numbers of visits, but also because 
little was known about the actual content of home visits after stroke. 
In view of the limited previous evidence to support home visits after stroke and the 
perceived cost and variability of this intervention, the Home Visit after Stroke (HOVIS) 
study was planned.  
 
1.5. The Home Visit after Stroke (HOVIS) study 
The HOVIS study consisted of two main investigations. A feasibility RCT of pre-discharge 
home visits after stroke was undertaken to identify the feasibility of undertaking a 
larger multi-centre RCT, in terms of recruitment and use of appropriate outcome 
measures. A qualitative study was also completed to investigate the purpose and value 
of pre-discharge home visits after stroke.  
 
Background: Implementation of research in to practice 
The HOVIS study was funded by the National Institute for Health Research (NIHR) 
Collaboration for leadership in Applied Health Research and Care for Nottinghamshire, 
Derbyshire and Lincolnshire (CLAHRC NDL). The NIHR was aware that high quality 
research was not always translated in to practice, hence CLAHRC aimed to assist with 
the implementation of research into practice at all levels from the design to the 
completion and dissemination phases.  
The CLAHRC built on ^ŝƌĂǀŝĚŽŽŬƐĞǇ ?ƐƌĞƉŽƌƚ ‘ƌĞǀŝĞǁŽĨh<ŚĞĂůƚŚƌĞƐ ĂƌĐŚ
ĨƵŶĚŝŶŐ ? ?Cooksey, 2006), which concluded that, although good progress has been 
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made in some areas, further work was needed to ensure that publicly funded health 
research is carried out in the most effective and efficient way, in order to facilitate 
rapid translation of research findings into health and economic benefits.  
 
The Medical Research CŽƵŶĐŝů ?Ɛ ?DZ ?ĨƌĂŵĞǁŽƌŬ for trials of complex interventions, as 
described by Campbell et al. (2000), highlights sequential phases of research to achieve 
implementation of high quality RCTs (MRC, 2000). The ultimate success of research lies 
in its ability to be implemented in uncontrolled settings and therefore the MRC 
framework (Campbell et al., 2000) also highlights the importance of ensuring relevant 
theory and modelling is addressed at the foundation of the research process. This 
includes qualitative investigation that seeks to generate theory. The HOVIS study was 
at the modelling/exploratory trial phase of the research continuum (MRC, 2000). 
 
Prior to starting the HOVIS study, a number of potential implementation issues were 
identified. The HOVIS study recognised that home visits were an entrenched part of an 
Kd ?Ɛ role (Welch and Lowes, 2005), therefore any guidelines indicating a potential 
change in practice as a result of RCT findings, could be met with resistance. The 
research team was also aware of the variability in practice across the UK (National 
Sentinel Audit, 2006). The reasons for this were unknown. It was therefore felt 
important to investigate national practice: why OTs practice in different ways, and 
what the perceptions were of the value this practice had to offer patients after stroke. 
Therefore alongside a feasibility RCT, the HOVIS study incorporated an in-depth 
qualitative investigation into the perceptions of home visiting practice after stroke. 
 
Feasibility Randomised Controlled trial (Exploratory trial) 
The HOVIS feasibility RCT took place in a stroke rehabilitation unit in an English city that 
included patients from both rural and urban geographical locations. Patients were 
randomised to have either a home visit (intervention group) or a hospital interview 
(control ŐƌŽƵƉ ? ?ƵĞƚŽĐŽŶĐĞƌŶƐĂďŽƵƚKdƐ ?reluctance to randomise patients and thus 
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withdraw home visits from certain patients, a third arm to the trial was incorporated. 
Those patients for whom the OTs felt it was  ‘essential ? to have a home visit were also 
approached to take part in a cohort study (Appendix A: home visit essential criteria). 
The HOVIS study aimed to ascertain if it would be feasible to carry out a larger multi-
centre trial, which would, in turn, aim to produce robust evidence as to the 
effectiveness of pre-discharge home visits after stroke.  
 
1.6. The present study: A qualitative investigation into the value of pre-
discharge home visits after stroke  
The author was a member of the HOVIS study team, and led a specific discrete sub-
study which qualitatively investigated the perceived value of home visits for patients 
who had a stroke. The author acknowledged the importance of gaining an 
understanding of what pre-discharge home visits can offer patients prior to their 
discharge, as perceived by stake holders who influence and who were influenced by 
this practice. It was believed that gaining an understanding of the value of this practice  
would assist in the effective design of future home visit trials, based on the theoretical 
understanding developed about the value of the practice. The findings could then be 
used to design a home visit intervention, the content of which would reflect what is 
ƉĞƌĐĞŝǀĞĚƚŽďĞŽĨǀĂůƵĞďǇŬĞǇƐƚĂŬĞŚŽůĚĞƌƐ ?dŚŝƐŝƐƌĞĨĞƌƌĞĚƚŽĂƐ ‘ŵŽĚĞůůŝŶŐ ?ŝŶƚŚĞ
Medical Research Councils (MRC) Framework for trials of complex interventions as it 
 “develops an understanding of the intervention and its possible effects ? ?DZ ? 2000: 
14) before going on to comparing the intervention with an appropriate alternative. In 
this case this qualitative research was completed alongside an exploratory trial. 
 
The research question  
The aim of this specific study was to identify the value of pre-discharge home visits 
after stroke as perceived by those who influence and who are influenced by this 
practice. The research question was as follows: 
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What is the value of a pre-discharge occupational therapy home visit after 
ƐƚƌŽŬĞ ? PWĂƚŝĞŶƚƐ ? ?ƐĞŶŝŽƌŽĐĐƵƉĂƚŝŽŶĂůƚŚĞƌĂƉŝƐƚƐ ?ĂŶĚĞǆƉĞƌƚƐ ?ƉĞƌĐĞƉƚŝŽŶƐ ? 
The research aims were as follows:  
1. To investigate the perceived value of home visits after stroke. 
2. To explore and compare perceptions of the value of home visits after stroke, by 
those individuals who influence and who are influenced by this practice. 
3. To consider how the perceived value of home visits should influence the 
development of future research investigating the effectiveness and value of pre-
discharge occupational therapy home visits for people who have had a stroke. 
 
1.7. Research outline 
This study will further explain the theoretical basis for the research, in chapter two, by 
reporting the findings of the literature review that was undertaken. Chapter two 
outlines and discusses the evidence base that existed for the value of pre-discharge 
home visits after stroke prior to this study commencing, and identifies gaps in the 
literature.  
 
Chapter three dĞƐĐƌŝďĞƐƚŚĞƌĞƐĞĂƌĐŚŵĞƚŚŽĚŽůŽŐǇ ?ŝŶĐůƵĚŝŶŐƚŚĞĂƵƚŚŽƌ ?ƐŽŶƚŽůŽŐŝĐĂů
position and the research epistemology. The method of data collection and the 
thematic analytical processes used are also described.  
 
The study findings are described and explored in chapters four, five and six. These 
individual chapters present the findings from the analysis of interviews undertaken 
with the three stakeholder groups. 
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Chapter seven draws together and interprets the key findings to form a discussion 
comparing and contrasting perceptions of the value of this practice as identified from 
the stakeholder groups. The discussion considers both the similarities and differences 
in perception and generates theoretical assumptions about the findings.  
Chapter eight concludes by reporting the key findings relating to the perceived value of 
pre-discharge home visits after stroke and the implications for home visit after stroke 
practice and future research. 
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Chapter Two: Literature review 
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2.1. Introduction 
The literature reporting the value of home visits after stroke was identified in order to 
provide an indication of previous research on this topic.  
This chapter outlines the literature search method including the inclusion and exclusion 
criteria of the search. It then presents and discusses the findings of this review, before 
drawing conclusions. 
 
2.2. Literature review method 
The literature relating to the value of home visits after stroke was systematically 
searched and reviewed. The literature search initially took place in March 2010 and was 
subsequently reviewed in July 2011 and March 2012. Search engines that focused on 
allied health related topics; Cinahl, Medline and PsycINFO data bases, were used to 
search the literature. The British Journal of Occupational Therapy (BJOT) library was 
also searched for relevant literature and the author contacted the College of 
Occupational Therapists (COT) for theses that had been donated relating to pre-
discharge OT home visits. The reference lists for those papers obtained were also used 
to search for relevant literature that investigated pre-discharge home visits. 
The Critical Appraisal Skills Programme (CASP) was used to assist the author in 
reviewing the research papers, in terms of their rigour (CASP, 2012). CASP (2012) is a 
critical appraisal programme designed to help find and interpret the best available 
evidence from health research. 
 
2.2.1. Inclusion criteria 
Initially the literature search included  ‘ŽĐĐƵƉĂƚŝŽŶĂůƚŚĞƌĂƉǇ ?ĂŶĚ  ‘home visits ? and 
 ‘stroke ?ŝŶƚŚĞƚŝƚůĞ and/or the abstract by using the following key words:  ‘ŽĐĐƵƉĂƚŝŽŶĂů ?
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E ‘ƚŚĞƌĂƉǇ ?E ‘ŚŽŵĞ ?EǀŝƐŝƚƐ ? and combining this search with a search for 
 ‘ŽĐĐƵƉĂƚŝŽŶĂů ?E ‘ƚherapy ? AND  ‘stroke ?. 
The search included evidence available from 1990 - March 2012 only. This was decided 
in view of major health and social care reforms made as part of the NHS and 
Community Care Act (1990) and changes made in the provision of health and social 
care at this time. Therefore articles relating to home visits prior to this were felt less 
likely to relate to current home visiting practice. The search was restricted to research 
published in English, but did include papers originating from outside of the UK. The 
literature search focused on available evidence regarding the purpose of pre-discharge 
home visits, evidence for the effectiveness of home visits, the frequency of home visits 
and the literature reporting perceptions of home visits. These categories combined 
were felt to provide an overview of the available literature investigating the value of 
home visit practice, relating specifically to stroke patients. 
 
2.2.2. Exclusion criteria 
Those studies that related to access visits and post-discharge home visits were 
excluded from the search. 
 
2.3. Literature review results 
The initial search found two papers that specifically focused on pre-discharge home 
visits after stroke (Clarke and Gladman, 1995; Chibnall, 2011). Neither of these two 
papers specifically investigated the value of home visits; one was a survey about the 
content of home visits (Clarke and Gladman, 1995) and the other a research viewpoint 
(Chibnall, 2011), which included a summary of the available evidence.  
Due to  limited stroke specific evidence, , the author widened the search to include 
papers that were  non-stroke specific and focused on general OT pre-discharge home 
visiting practice for adults/elderly patients. A further 24 papers were identified from 
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the search engine search  ? ‘KĐĐƵƉĂƚŝŽŶĂů ?E ‘dŚĞƌĂƉǇ ?E ‘,ŽŵĞ ?E ‘sŝƐŝƚƐ ? ? ? 
examining the reference list of articles identified and the COT thesis collection: The 
literature that was found relating to the general practice of home visits included:  
‚ Three systematic reviews (Patterson and Mulley, 1999; Barras, 2005; Atwal et 
al., 2012), 
‚ Two randomised controlled trials (Pardessus et al., 2002; Lannin et al., 2007), 
‚ One cohort study (Johnston et al., 2010), 
‚ Five surveys (Bore, 1994; Chatfield, 1995; Hale, 2000; Patterson and Mulley 
2001; Lannin et al., 2011), 
‚  Two literature reviews (Mountain and Pighills, 2003; Welch and Lowes, 2005), 
‚  Four audits, (Franklin, 1997; Renforth et al., 2004; Harris et al., 2008; Hibberd, 
2008), 
‚  Five qualitative method research studies (Durham, 1992; Clark and Dyer, 1998; 
Nygard et al., 2004;  Atwal et al., 2008a; Atwal et al., 2008b),  
‚ One Delphi study (Barras et al., 2010), 
‚ One case comparative study (Taylor et al., 2007). 
 
The findings of the literature search are presented in the four categories highlighted in 
the search method, which combine to provide an overview of the literature available 
on the value of home visits.  
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2.3.1. The purpose of pre-discharge home visits 
Home visits were described  as a traditional part of OT practice which were routinely 
completed to assess a patŝĞŶƚ ?ƐĂďŝůŝƚǇƚŽƉĞƌĨŽƌŵ>ǁŝthin the home environment 
and to make recommendations as to how functional difficulties may be overcome, 
assisting in the discharge planning process from hospital (Mountain and Pighills, 2003; 
Welch and Lowes, 2005; Hibberd, 2008). Home visits after stroke were reported to 
include an assessment of safety and addressing mobility issues, often by provision of 
equipment (Clarke and Gladman, 1995). OTs also completed home visits to assess carer 
support required and to assess ƉĂƚŝĞŶƚƐ ? mental status /cognition (Hale, 2000). 
 
Barras et al., (2010) attempted to formulate home visit criteria by undertaking a Delphi 
study in Australia to establish core components of the home assessment. Barras et al., 
(2010) reported that the most essential items in a home assessment were  ‘ƐĂĨĞƚǇŽĨ
ƉĂƚŝĞŶƚ ? ? ‘ĞƋƵŝƉŵĞŶƚƉƌŽǀŝƐŝŽŶ ? ‘ŚŽŵĞůĂǇŽƵƚ ? ?  ‘ĨƵŶĐƚŝŽŶĂůƉƌŽďůĞŵƐ ? ? ‘ĨĂůůƐŚĂǌĂƌĚ ? ?
 ‘ƐĞĂƚŝŶŐ ?ůŽƵŶŐĞ ?. This study suggested that there was a focus on physical and safety 
aspects of a ƉĂƚŝĞŶƚ ?ƐŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚĂƐŽƉƉŽƐĞĚƚŽ community and domestic 
retraining which were thought to be non-essential; however, these were identified as 
ŝŵƉŽƌƚĂŶƚŝŶĂŶ ‘ŝĚĞĂůǁŽƌůĚ ? ?As 80% of people who have had a stroke will experience 
movement problems as a result of physical impairments (Stroke Association, 2013) and 
stroke survivors are also at a higher risk of having a fall (Jørgensen et al., 2002), the 
main reasons for completing a home visit reported in the literature are likely to be of 
value to the general stroke population. 
 
  
Interestingly, patients with a diagnosis of stroke have previously been excluded from 
home visit studies due to the perceived need for home visits for this group of patients 
(Chatfield, 1995). This could pose potential ethical issues of withdrawing this 
intervention for research purposes. Indeed, Hale (2000) reported stroke being one of 
the most common diagnoses for which an OT would consider completing a home visit. 
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This reflects the complex array of different impairments people face after stroke, the 
resultant disability and how individuals manage on their return home. Along with the 
physical impact of stroke, reduced participation in ADL can also be due to impairments 
of cognition, perception, vision and emotion. These should be taken into consideration 
when evaluating the purpose and content of home visits for this population.   
 
2.3.2. The effectiveness of pre-discharge home visits after stroke 
There was no stroke specific research which had investigated the effectiveness of home 
visits using an RCT design. However it had been suggested that this intervention may be 
partly responsible for better outcomes for patients who have had a stroke and could 
improve the transition from hospital to home (Clarke and Gladman, 1995). This could 
have been due to patients being more familiar performing ADL tasks in their own 
home, which provided a more realistic reflection of their needs, than the performance 
observed in hospital (Harris et al., 2008). As a result patients became better equipped 
to solve problems identified, due to more in-depth knowledge and observation of these 
difficulties within the home environment.  
 
Taylor et al. (2007) investigated the added value home visits provided when compared 
to a hospital interview and a hospital assessment, by comparing the outcomes of the 
Safety Assessment of Function and the Environment for Rehabilitation (SAFER) for each 
of the interventions. Twenty six patients in a specialised geriatric acute care 
rehabilitation unit in Canada took part. The results indicated that there was no 
statistical difference between the number of problems identified between the hospital 
assessment and the home visit. However, there was a statistically significant difference 
in the mean number of problems identified between the client interview and the home 
assessment, with more problems and recommendations being identified on the home 
visit. This would suggest that the performance aspect of an assessment, provided the 
added value in terms of the number of recommendations identified to support 
patients. 
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However, the conclusion that functional assessments in the home environment are 
more effective for a seniorƐ ? discharge planning than hospital based assessments or 
interviews could be questioned; the research did not rigorously measure the impact of 
the recommendations, only the number of recommendations made. The sample size 
was also small.  
 
Clarke and Gladman (1995) reported on the recommendations made following home 
visits, specifically for patients who have had a stroke, in a retrospective audit of 151 
home visit reports. The most common problem was mobility around the home (88%), 
and the least common was social contact (9%). The most frequently recorded solution 
to a patient ?s difficulties was provision of aids and equipment (91%), with the least 
common being day centre or luncheon club referral (3%). Harris et al. (2008) reported 
similar findings from their retrospective audit, and their main recommendations 
resulting from home visits was equipment provision, with safety recommendations 
constituting the greatest number of recommendations.  
 
The literature indicated that observing a patient performing functional tasks in their 
home, prior to discharge, provided a deeper insight into their needs, which seemed to 
result in more recommendations being made. These recommendations tended to 
largely relate to equipment/adaptations. However, the implementation and value of 
these recommendations was unclear, and if OTs were not indicating who was 
responsible for implementing home visit recommendations, they may not have been 
realised for the patient, hence the value of the visit was diminished (Franklin, 1997). 
The literature also indicated a need to investigate patient perspective and experience 
following their return home, about these issues. 
It would also be of value to identify wŚŽƉƌŝŽƌŝƚŝƐĞĚƚŚĞƉĂƚŝĞŶƚƐ ?ŶĞĞĚƐŽŶƚŚĞƉƌĞ-
discharge home visit. As the intention was to determine the value of these visits for 
patients, their priorities need to be taken into consideration.  
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Interestingly Chatfield (1995), suggested that home visits were more effective in terms 
of highlighting specific problems unrelated to equipment provision, although it was 
found that more equipment was provided following a home assessment when 
compared to a hospital assessment, with the exception of transfer equipment. This 
suggests that although home visits were of value to patients for a number of reasons, 
ultimately the focus was on equipment provision and safety recommendations, due to 
the need to support patients to return home safely. The  ‘ŝĚĞĂůǁŽƌůĚ ?reasons reported 
for completing a home visit, as identified by Barras (2010,) may  become more of a 
priority once a patient has returned home.  
 
Despite the potential outcomes of home visits after stroke, the lack of evidence to 
support the effectiveness of this intervention required attention. There was a growing 
need to provide evidenced based interventions and to use NHS resources cost-
effectively. With the home visit being deemed a costly intervention and the reported 
variability in practice (National Sentinel Audit, 2006), its effectiveness had been called 
into question (Barras, 2005; Harris et al., 2008). The available evidence to support the 
value of the home visit was scarce (Patterson and Mulley, 1999; Mountain and Pighills, 
2003; Barras, 2005;) and, more specifically, there was limited stroke literature to 
support home visits (Chibnall, 2011). Barras et al. (2005) completed a systematic review 
of the literature of OT home visits and commented on the paucity of both the quality 
and quantity of the available research. It was also suggested that some patients did not 
always conform to the recommendations made by OTs on home visits (Durham, 1998), 
further adding to the need to investigate their value. 
  
In an attempt to address this lack of evidence, Lannin et al. (2007) completed a 
feasibility RCT in Australia of pre-discharge home visits for patients who were receiving 
rehabilitation following falls and joint replacements. Although Lannin et al. (2007) 
concluded that it was feasible to carry out such research, only 10 patients were 
recruited over a three month period despite there being 38 patients available. This may 
25 
 
have been due to the concerns raised by OTs about withdrawing home visits, possibly 
making it difficult to research this topic robustly. Lannin et al. (2007) suggested more 
effective recruitment strategies need to be used.  
 
Johnston et al. (2010), in a cohort study in Australia, identified that pre-discharge home 
visits were a preventative measure for falls, but this was only in non-neurological 
patient groups. In comparison, Pardessus et al. (2002) completed an RCT, but found 
home visits did not reduce the risk of falls or hospital readmission. However, there was 
a significant difference found in the loss of autonomy between the control and 
intervention groups, with those patients receiving a home visit less likely to lose their 
autonomy. Although these findings should be taken with caution, due to the small 
sample size (60), it is of interest that the current focus of home visits would appear to 
be patient safety and prevention of falls, yet there are indications home visits may be 
more effective in preventing loss of independence in ADL. 
   
Despite the lack of evidence, Chibnall (2011), based on her clinical experience, is of the 
opinion that home visits do have an important role to play in OT practice in stroke 
rehabilitation. This is likely to be the view of OTs, for which this has become an 
entrenched part of their role, hence the need to identify the cost-effectiveness of this 
practice. Chibnall (2011) argued the ŐĂƉŝŶƚŚĞĂǀĂŝůĂďůĞĞǀŝĚĞŶĐĞ “requires urgent 
research to improve stroke care and appropriately distribute precious therapy time, 
resources and funding ? (Chibnall, 2011: 131). 
 
2.3.3. Frequency of pre-discharge home visits after stroke 
No papers were found that specifically related to the frequency of pre-discharge home 
visits after stroke. However, an Australian study has reported a potential general 
reduction in the number of home visits being completed in recent years (Lannin et al., 
2011).   
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Lannin et al. (2011) indicated an estimated 50% reduction in the number of home visits 
being undertaken when compared to the previous five years. Reasons suggested by 
clinicians for this reduction included a decreased length of hospital stay and reduced 
time to complete home visits. These reductions, and the given reasons, are likely to be 
comparable to those in the UK, as there is a drive to reduce acute hospital length of 
stay and discharge patients home sooner after stroke (National Health Service Institute 
for Innovation and Improvement, 2009). However, as patients were being discharged 
earlier, it would have been reasonable to presume that if they were returning home, 
they were doing so with a higher level of disability/posed risks, than if they had had 
longer in-patient hospital rehabilitation. Therefore, considering that the purpose of 
home visits was identified to reduce safety risks and address equipment needs, a 
reduction in the number of home visits being completed, may be contradictory, when 
patients were being discharged earlier.  However, higher levels of dependency does not 
always account for higher levels of equipment provision/adaptation recommendations 
on home visits, when compared to lower levels of dependency (Renforth, 2004). 
Therefore, it may be difficult to estimate the frequency of home visits undertaken 
based on patients levels of dependency. The development of Early Supported Stroke 
Discharge (ESSD) services, may also account for some of the reduction in the need for 
pre-discharge home visits ?ĂƐƉĂƚŝĞŶƚ ?ƐĂƌĞďĞŝŶŐĚŝƐĐŚĂƌŐĞĚŚŽŵĞǁŝƚŚĂƚĞĂŵŽĨ
specialists, inclusive of OT, who can address the issues that hospital OTs may have on a 
pre-discharge home visit.  
 
As data on home visits were no longer collected, there was limited recent evidence to 
indicate national practice for patients being discharged home after a stroke in the UK. 
However, in a survey undertaken by Patterson and Mulley (2001) of 239 NHS trusts the 
number of home visits was reported to be on the increase. It was reported that 
between 11 and 40 home visits were completed per month in 65% of the units 
surveyed. In the 20 (61%) rehabilitation units who took part in the survey, it was 
estimated that over half the patients received home visits. Seventy percent of the units 
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believed that the number of home visits was rising and there was a perception this 
could have been influenced by social care workers using it to form part of their social 
assessment. Patterson and Mulley (2001) expressed concerns about this, based on the 
lack of evidence for the effectiveness of home visits, and again urged that more clinical 
trials are undertaken. 
 
Interestingly, over a decade later, there remains limited research, but it was perceived 
that home visits were now on the decline, most likely because of the time they were 
believed to take and the believed cost implications. However, many patients who have 
had a stroke encounter major challenges in their ability to carry out everyday activities, 
both physically, cognitively, emotionally and socially, and returning home can be a 
daunting and anxiety-provoking time. If a home visit is able to support patients in this 
process, further investigation should evaluate the effect of home visits on a patient ?Ɛ 
outcomes. Equally, if the home visit ĚŽĞƐŶŽƚŽĨĨĞƌǀĂůƵĞƚŽĂƉĂƚŝĞŶƚ ?ƐƌĞŚĂďŝůŝƚĂƚŝŽŶ
experience, it would seem an unnecessary waste of time and resource to complete 
them routinely. Hence the need for future research to evaluate the cost-effectiveness 
of these visits.  
 
2.3.4. Perceptions about pre-discharge home visits 
There was no literature found that specifically related to perceptions of home visits 
after stroke. Therefore the review focused on perceptions of general home visiting 
practice. 
2.3.4.1. Patient perceptions 
When reviewing the value of the general practice of home visits Atwal et al. (2012) 
recognised the importance of identifying service user perspectives, and completed a 
systematic review of patient experiences of home visits in acute care settings. Fourteen 
studies from a combination of published and unpublished research were identified but 
none of these met the thematic synthesis inclusion criteria being used. Atwal et al. 
28 
 
(2012:2 ?ĐŽŶĐůƵĚĞĚƚŚĂƚ “ŝŶƐƵĨĨŝĐŝĞŶƚĂƚƚĞŶƚŝŽŶŚĂƐďĞĞŶƉĂŝĚƚŽŽůĚĞƌĂĚƵůƚƐ ?
perceptions of pre-discharge home visits in acute care ?, and reflected on the 
importance of reviewing this topic from a service user perspective.   
 
Hale (2000) also highlighted the importance of gaining an understanding of an 
ŝŶĚŝǀŝĚƵĂů ?ƐĞǆƉĞƌŝĞŶĐĞǁŚĞŶŝŶǀĞƐƚŝŐĂƚŝng home visits, after disparity between 
reported home visit practice from quantitative data collection methods and  ‘actual ? 
experience reported in qualitative data collection methods.  
 
Atwal et al. (2008b), in an analysis of 22 semi-structured interviews, reported that 
some older adults can find home visits a daunting and anxiety-provoking experience, 
although carers generally find the experience valuable.  Atwal et al. (2008b) argued 
that the current model of home visits does not promote patient health and wellbeing. 
Although offering an insight into patient perceptions, the conclusion does not reflect 
the positive comments that were made by the patients with regards to their 
experiences. The author also acknowledges these findings are limited to one NHS trust 
in England. However, ůĂƌŬĂŶĚǇĞƌ ? ? ? ? ? ?ŝŶǀĞƐƚŝŐĂƚĞĚƉĂƚŝĞŶƚƐ ?ƌĞƐƉŽŶƐĞƐƚŽKdƐ ?
home visit recommendations and also reported a key finding to be patient anxiety, 
resulting from a fear of the pass/fail nature of the home visit.  Comparatively, Hibberd 
(2008) interviewed four patients from two in-patient intermediate care settings, about 
their perspective on having a home visit. She found the general feedback positive, 
although comments were made by one of the patients about the lack of time spent on 
their home visit and their feelings of worry associated about being tested. 
 
The anxiety a patient may face on a home visit has the potential to influence the 
outcomes of the assessment, and the question of whether the resulting anxiety for the 
patient overrides the benefits of the visit needs to be addressed. Mountain and Pighills 
(2003), in their review, proposed that patient anxieties were likely to have a negative 
impact on the home visit assessment for those in acute hospital care, and highlighted 
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the need to allow for this when considering the outcomes of a one-off and, usually, 
brief observation.  
 
This anxiety, although evident in the literature, does not reflect the experiences of all 
patients approached. Nygard et al. (2004) completed structured interviews with 
geriatric patients in Sweden, following their home visit from hospital, about their views 
on the home visit interventions. Seventy three out of 130 follow-up statements from 
patients indicated that they ǁĞƌĞ ‘ĞǆƉůŝĐŝƚůǇƐĂƚŝƐĨŝĞĚ ?ǁŝƚŚƚŚĞŝŶƚĞƌǀĞŶƚŝŽŶs, in 
comparison with only 11 of the 130 situations, in which the patients reported that they 
were dissatisfied. Dissatisfaction usually resulted from assistive devices or home 
modifications not being supplied. Following content analysis it was identified that some 
patients had alternative solutions or perceptions of their problems when compared to 
what had been suggested by their OT on the home visit. Notably in 41 of the situations, 
the patients had expressed an alternative solution when compared to what had been 
recommended. These alternative solutions included; transferring with a relative, doing 
what they used to do, and refraining from occupations due to feelings of insecurity or a 
lack of motivation (Nygard et al., 2004). Although the patients were explicitly asked to 
be honest about their home visit experience, the same OT completed both the home 
visit and a post discharge home visit including the interview, potentially making clients 
reluctant to express any negative views. Exploration of the patient ?Ɛ perceptions is also 
limited to a content analysis of specific topics as opposed to an in-depth investigation 
ĂŶĚĂŶĂůǇƐŝƐŽĨƚŚĞƉĂƚŝĞŶƚ ?ƐĞǆƉĞƌŝĞŶĐĞ ? 
 
These findings are, however, comparative to that of Clarke and Dyer (1998), who 
reported that certain patients found their own ways of managing or identified different 
needs at follow-up to those identified on the home visit. This raises a concern about 
the value of the OT recommendations on the home visit, as patients may not adhere to 
them, which has potential cost and/or safety implications. 
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Despite reports of patient anxieties and in some cases patients finding alternate ways 
of coping to those recommended by OTs, home visits have continued to be viewed by 
OTs as supporting patients in a smooth transition from hospital to home. 
 
2.3.4.2. Perceptions of therapists 
The available literature investigating the perceptions of OTs working with older patient 
populations, suggests home visits were believed to be of value ŝŶĂƐƐĞƐƐŝŶŐĂƉĂƚŝĞŶƚ ?Ɛ
functional abilities at home, providing the necessary equipment to return home, 
educating the family, and planning an appropriate and safe discharge (Durham, 1992; 
Nygard et al., 2004; Atwal et al., 2008a).  
 
Durham ?Ɛ (1992) research, which focused on in-patient rehabilitation in a USA unit, 
investigated the perceptions of therapists following home visits with patients who had 
had a brain injury. The therapists (both occupational and physical therapists) who 
participated completed a survey that reflected their perceptions of the benefits of a 
therapeutic home visit.  Nine of the 14 respondents felt that the home visit was 
extremely beneficial in assisting the patient to make the transition from the hospital 
setting to their home environment, with only one of the therapists stating it did not 
enhance this transition. All respondents felt the home visit added to their total picture 
of the patient. Durham (1992) concluded that all patients returning home should 
receive a home visit to assist in confirming or changing their therapy programme. In the 
current economic climate, this may no longer seem justifiable considering the lack of 
evidence and the cost implications. The study may be criticised for having a small 
sample size for a survey (14 therapists reporting on seven home visits), which only 
focused on the perceptions of those therapists in one rehabilitation unit. Also, although 
informative, it would seem inevitable that if you ask a group of therapists whether their 
interventions are of value or not they will respond positively in favour of the 
ŝŶƚĞƌǀĞŶƚŝŽŶ ?/ƚ ?Ɛƚhe reasoning behind why therapists perceive home visits to be of 
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value and what the content of the visits are, that is required in order to further 
understand the value of this practice. 
 
A more recent study, (Atwal et al., 2008a), investigated OT perceptions of OT home 
visits by analysing reflective diaries. Reflective diaries were completed by six OTs, based 
on their experience of undertaking a home visit with older adults in an acute care 
setting.  The OTs were asked to base their reflections on the answers to ten questions. 
Five themes developed. The OTs reported that the benefits of a pre-discharge OT home 
visit included listening to families ? concerns, discussion of a ƉĂƚŝĞŶƚ ?Ɛ needs and 
supporting patients to accept changes in their occupational routines.  
Atwal et al.   ? ? ? ? ?Ă ?ƌĞƉŽƌƚĞĚƚŚĂƚƚŚĞKdƐŽĨƚĞŶĚŝĚŶŽƚĐŽŶƐŝĚĞƌƚŚĞƉĂƚŝĞŶƚ ?Ɛ
occupations on discharge home and recommended that OTs need to clinically reason 
the rationale for a pre-discharge home visit, focusing on how this could enhance 
patients ? quality of life. The themes that were reported were, however, very similar to 
the topic guide questions and read as surface level findings as opposed to offering 
deeper interpretation, potentially affecting the rigour of the research. This paper is also 
limited to one hospital trust and the author reflects that the findings could have been 
biased due to one OT completing eight of the fifteen dairies.  However, the 
investigation does reflect the competing issues OTs face when completing home visits, 
in terms of discharge facilitation and patient autonomy. 
 
It would seem that there could be differing perceptions of the value of pre-discharge 
home visits amongst therapists, patients and carers. To address this, Bore (1994) 
conducted a questionnaire survey to identify if OTs, patients and carers had similar 
concerns at the point of a patient ?s discharge from a community hospital. Bore (1994) 
also wanted to establish whether these concerns were addressed effectively by a home 
visit. The findings indicated general consensus on the reasoning for a home visit 
between patients and OTs, but there were differing views on satisfaction for certain 
aspects of home visits. The patients appeared to find certain topics, such as social 
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isolation, much more helpful to be addressed on a home visit than the OTs did. It was 
suggested OTs re-examine how such topics are addressed and prioritised on the home 
visit. Although there was a lack of methodological reporting, limiting reliability and 
validity, the findings were of interest as more recent literature would suggest topics 
such as social isolation were no longer perceived as a priority when conducting a home 
visit; the focus of the home visit being to address safety issues and minimise risks to 
the patient when returning home (Barras et al., 2010). However, Barras et al. (2010) 
concluded that although the essential elements should improve standards of care and 
ĚŝƐĐŚĂƌŐĞƉůĂŶŶŝŶŐ ?KdƐƐŚŽƵůĚƐƚŝůůĐŽŶƐŝĚĞƌƚŚĞ ‘ŝĚĞĂůǁŽƌůĚ ?ĞůĞŵĞŶƚƐ i.e. those 
relating to community re-integration, to optimise community independence. Provision 
of community rehabilitation services in different geographical areas is likely to differ, 
which could impact on pre-discharge home visit priorities i.e. those areas that have 
ESSD and/or community stroke services may feel less inclined to focus on community 
re-integration than those areas which have limited community stroke services. 
However, the general findings of the literature search reflect a focus on safety at the 
point of discharge as opposed to functional independence and community 
participation, for the majority of in-patient services. 
 
Importantly, Hale (2000:15) pointed out the potential effect of neglecting a patient ?s 
longer term needs:  “,ĞĂůƚŚƉƌŽĨĞƐƐŝŽŶals are often too concerned with safe discharge 
to think far beyond to the longer term implications resulting from social isolation. 
However, if occupational therapists do not deal with this issue, they are abdicating from 
their role which encompasses the responsibility of considering all areas of human 
occupation ?. It was evident that OTs may have conflicting roles of planning a safe 
ĚŝƐĐŚĂƌŐĞǁŚŝůƐƚĂůƐŽĂĚĚƌĞƐƐŝŶŐĂƉĂƚŝĞŶƚ ?ƐůŽŶŐĞƌƚĞƌŵŶĞĞĚƐĂŶĚǁŝƐŚĞƐ ? 
 
Although offering an insight into OT and patient perspectives, the available literature 
was limited and did not incorporate the views of patients who have had a stroke and 
who were likely to be facing different challenges from those patients admitted with 
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other illnesses/disabilities. This was concerning considering this was a routine part of 
OT practice and up until 2006 was an RCP quality key indicator for practice (RCP, 2006). 
In order for future research to investigate the effectiveness of this practice, 
investigation of the value of the pre-discharge home visit for people who have had a 
stroke, as perceived by those who influence home visits and who are affected by its 
outcomes, is essential. 
 
2.4. Summary 
There was a lack of both qualitative and quantitative research to support the value of 
home visits for patients who have had a stroke. There was also, more generally, a lack 
of evidence for home visits within in-patient hospital settings across the UK, Europe, 
Australia and Northern America. The majority of the research reported has taken place 
outside of the UK, yet this remains a common part of OT practice across the UK 
(Patterson et al., 1999). The limited literature did however indicate that patients who 
have had a stroke were perceived as more likely to require a home visit by OTs, when 
compared to other patient groups. 
 
The limited available literature indicated that home visits were perceived to be of value 
ŝŶƐƵƉƉŽƌƚŝŶŐĂƉĂƚŝĞŶƚ ?ƐƚƌĂŶƐŝƚŝŽŶŚŽŵĞ ?ĞĚƵĐĂƚŝŶŐƚŚĞƉĂƚŝĞŶƚ and their carers, 
promoting independence and providing equipment to ensure a safe transition from 
hospital to home.  Although the literature highlighted the need for OTs to consider a 
ƉĂƚŝĞŶƚ ?ƐůŽŶŐĞƌterm goals, independence in ADL and quality of life on a home visit, the 
impact of reduced length of stay in acute care hospitals was believed to have focused 
the purpose of home visits on risk elimination.  
 
Home visits continued to be a routine part of OT practice after stroke, but research into 
the value of this intervention as perceived by patients and practitioners has been 
neglected. Hence this study aimed to explore the perceptions and opinions of key 
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stakeholders as to the value of this practice, in order to identify its implications for 
patients and to use this evidence to influence the design of future home visit after 
stroke studies. 
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Chapter Three: Methodology 
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3.1. Introduction  
This chapter presents the purpose of this study and the approach taken to this 
investigation. As this study formed part of a wider investigation into the effectiveness 
of home visits after stroke, its context is presented within the wider investigation 
outlined in chapter one. 
 
A description of the ontological and epistemological position upon which this research 
methodology was based is provided in this chapter. This is in order to clarify what the 
research could offer in terms of its findings in relation to the theory generated. Details 
of the specific research methods and procedure, including ethical considerations 
follow. 
 
This chapter also addresses how rigour was achieved and the researcher ?s reflections 
on data collection and creation is summarised at the end. 
 
3.2. The Study Purpose 
This study was a discrete qualitative study undertaken in parallel with a larger 
investigation into OT home visits after stroke.  
 
As there was previously little known about current home visiting practice after stroke, 
it was difficult to verify their effectiveness, and therefore this study aimed to generate 
new knowledge about the value of this practice for patients, by completing an 
inductive, thematic analysis. 
  
It was believed that this approach could support the design of future trials which would 
encompass measures of the key values placed on this practice. 
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As stated by Pope and Mays (2000:5)  “qualitative research can classify phenomena, or 
answer the  ‘what is X ? ? question, which necessarily precedes the process of 
enumeration of Xs ? ? as is the aim of quantitative research methods. In this research 
ŝŶǀĞƐƚŝŐĂƚŝŽŶ ?ƚŚĞ ‘ǁŚĂƚŝƐy ?ƋƵĞƐƚŝŽŶǁĂƐ  ‘ǁŚĂƚŝƐƚŚĞǀĂůƵĞŽĨĐŽŵƉůĞƚŝŶŐa pre-
discharŐĞŚŽŵĞǀŝƐŝƚĨŽƌƉĂƚŝĞŶƚƐǁŚŽŚĂǀĞŚĂĚĂƐƚƌŽŬĞ ? ?dŚĞŝŶǀĞƐƚŝŐĂƚŝŽŶŽĨƚŚŝƐ
question complemented the process of quantitatively investigating the effectiveness of 
the value of home visits after stroke, in a feasibility RCT. 
 
The present study (a discrete sub study of the larger HOVIS study) was a qualitative 
investigation that consisted of semi-structured interviews with three participant 
groups, to identify the process and content of current home visiting practice in the UK. 
The study investigated the views, perceptions and experiences of a number of 
stakeholders (experts, senior OTs and patients) in relation to the value of pre-discharge 
home visits after stroke. Views of those individuals who influence and who have 
experience of home visiting practice, but who equally may have differing perceptions of 
this practice, were required to gain an understanding of  the value of this practice. 
 
3.3. The study approach 
dŚĞĂƵƚŚŽƌ ?ƐŽŶƚŽůŽŐŝĐĂůƉŽƐŝƚŝŽŶĂŶĚƚŚĞƌĞƐĞĂƌĐŚepistemology are now explained. 
3.3.1. OntoloŐǇ PdŚĞĂƵƚŚŽƌ ?ƐƉŚŝůŽƐŽƉŚŝĐĂůƉŽƐŝƚŝŽŶ 
When considering the approach to the research question and, ensuring the research 
gave a rigorous account of the research phenomena, the author had to consider her 
own ontological position of the world. As stated by 'ŝĂĐŽŵŝŶŝ ? ? ? ? ? P ? ? ? ? ? ? ? ? “before 
seeking anything, one must have a prior notion of what could be found empirically and 
what could not ? ?dŚŝƐĚĞƉĞŶĚƐŽŶ “beliefs about how the social world can be studied 
and how the validity of knowledge established by such research might be assessed ? 
(Pope and Mays, 2000:2). Pope and Mays (2000) did however acknowledge that not all 
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qualitative health research is driven by a certain epistemological or theoretical 
perspective, but rather by a desire to overcome a practical problem which may 
determine the methods employed.  
 
It is acknowledged at this point that this research was in part driven by the practical 
issue of identifying the perceived value of this practice in order to support the design of 
future research. However, the author was aware that how this study was approached 
and what could be gained from the findings would be influenced by her own beliefs 
and views of how knowledge is developed. Therefore in order to establish what can be 
gained from the interpretation of the outcome of this research, ƚŚĞĂƵƚŚŽƌ ?ƐǀŝĞǁƐŽĨ
how theory can be generated are explained, as this directly influenced what the 
research sought to gain, how the research was carried out and what was found. 
 
Giacomini (2010:130) described a model of health research traditions, by reference to 
an ontological and epistemological neighbourhood with an ontological continuum from 
realist to idealist. The realist is described as seeking a single reality unaffected by the 
research process, whereas the idealist believes there is not one single reality to be 
ĨŽƵŶĚĂŶĚƌĞƐĞĂƌĐŚĨŝŶĚŝŶŐƐĂƌĞƚŚĞƌĞƐĞĂƌĐŚĞƌ ?ƐƌĞƉƌĞƐĞŶƚĂƚŝŽŶƐŽĨĂƉŚĞŶŽŵĞŶŽŶ ?
dŚĞĂƵƚŚŽƌ ?ƐǀŝĞǁŽĨƚŚĞǁŽƌůĚƐĂƚďĞƚǁĞĞŶƚŚĞƐĞƚǁŽĞǆƚƌĞŵĞƐĂŶĚĐŽƵůĚďĞ
considered as pragmatic. It was therefore believed that the data gained through this 
research did not respond directly with reality and that there was not a single truth 
about the phenomena to be found, as would be the case with a realist view where the 
reliability and validity of the findings would be sought. Neither was it believed that 
there was no existence of any external reality, as with a relativist/idealist approach 
(Ballinger, 2006; 'ŝĂĐŽŵŝŶŝ ? ? ? ? ? ? ?dŚĞĨŝŶĚŝŶŐƐǁĞƌĞƚŚĞƌĞƐĞĂƌĐŚĞƌ ?ƐƌĞƉƌĞ ĞŶƚĂƚŝŽŶƐ
and influenced by the context of the research (Giacomini, 2010:131). 
 
It was believed that there was an underlying reality to be explored (in this research; the 
value of home visits after stroke) but that various parties would have different views 
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and explanations about the phenomena. Hence, an exploration of different stakeholder 
experiences and perceptions of the value of this practice. Ballinger (2006) described 
this position as a  ‘subtle realist ? ?dĂŬŝŶŐƚŚŝƐƉŽƐŝƚŝŽŶ ? the author acknowledged the 
influence she herself had on the research findings and aimed to demonstrate the 
trustworthiness of the findings by the use of a detailed description and an audit trail of 
the findings to reflect the influence that she had on how the findings developed. This is 
opposed to a realist perspective where the author would have sought to minimise the 
influence she had on the findings, making them objective.  
 
A qualitative approach was used to maximise both a richness and breadth of data in 
order for the findings to be generalised. However, as this research was influenced by a 
pragmatic approach and certain practical restrictions of the study sample, the author 
accepted that the research was exploratory and may not relate to all in-patient stroke 
settings across the UK.  
 
It was hoped that ďǇŽƵƚůŝŶŝŶŐƚŚĞĂƵƚŚŽƌ ?ƐŽŶtological position and using a detailed 
description to document the research processes, the reader would be enabled to; 
decide how relevant the findings were to the setting in which they work, consider what 
the findings could add to the knowledge base of home visits after stroke. 
 
3.3.2. Epistemology: A qualitative perspective 
This research aimed to explore the potentially diverse practice of home visits after 
stroke, in order to gain an understanding of its value. The experience of having an OT 
home visit was likely to be context specific in terms of the patient, the effects of their 
stroke and their home environment; all of which would have an impact on the process, 
content and value of a home visit. Stakeholders involved in decisions about home visits 
may also have differing perceptions and opinions of this practice, depending on their 
individual experiences. The research aimed to draw out both similarities and 
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differences in perceptions in order to make sense of the perceived value of home 
visiting practice. A qualitative approach was therefore used which has been identified 
as important in healthcare research, as its ǀŝĞǁƐŽĨĂƉĞƌƐŽŶ ?ƐĞǆƉĞƌŝĞŶĐĞĂƌĞŶŽŶ-
reductionist and holistic (Holloway, 2008). This approach offered a number of 
advantages, including, opportunities to probe and explore the participants ? views, 
whilst allowing for flexibility in the research questioning (Holloway, 2005).  
 
A quantitative approach would not have enabled this information to be gathered as the 
context is refined and any variables are isolated and manipulated (Murphy et al., 1998). 
This study aimed to go beyond generating figures relating to the nature of home visit 
practice, and explore the perceived value of home visits for patients who have had a 
stroke. The research would not be limited by a defined set of questions and outcomes 
or seek consensus of opinion, as would be the outcome of a quantitative approach.  
ZĂƚŚĞƌ ?ƚŚĞĂŝŵǁĂƐƚŽŝĚĞŶƚŝĨǇƚŚĞƉĂƌƚŝĐŝƉĂŶƚƐ ?ŽƉŝŶŝŽŶƐĂŶĚĞǆƉĞƌŝĞŶĐĞƐŽĨŚŽŵĞǀŝƐŝƚ
phenomena and interpret ƉĂƌƚŝĐŝƉĂŶƚƌĞƐƉŽŶƐĞƐƚŽĂŶƐǁĞƌƚŚĞƌĞƐĞĂƌĐŚƋƵĞƐƚŝŽŶ ‘ǁŚĂƚ
is the perceived value of pre-ĚŝƐĐŚĂƌŐĞŚŽŵĞǀŝƐŝƚƐĨŽƌƉĂƚŝĞŶƚƐǁŚŽŚĂǀĞŚĂĚĂƐƚƌŽŬĞ ? ? 
  
The findings were driven by the data and were therefore inductive in nature and not 
determined by any pre-existing theory. The research did not have a pre-existing set of 
theories  to be tested, rather the data generated aimed to assist in developing new 
ideas about the value of home visits after stroke, based on key stakeholders 
perceptions and experiences.  
3.4. The Study Design  
3.4.1. The Research Team 
The study design was led by the author in collaboration with the HOVIS research team 
ĂŶĚƚŚƌŽƵŐŚŝŶŝƚŝĂůĐŽŶƐƵůƚĂƚŝŽŶǁŝƚŚƚŚĞƚĞĂŵ ?ƐƐƚĞĞƌŝŶŐŐƌŽƵƉ ?dŚĞ,Ks/^ƌĞƐĞĂƌĐŚ
team consisted of the principal investigator, a research associate, a research OT (the 
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author), a qualitative social scientist and a diffusion fellow (a researcher employed 
specifically to assist in the implementation of the research).  
The steering group consisted of a patient representative, a statistician, a rehabilitation 
academic/OT by background, a psychologist and a neurology rehabilitation consultant. 
The study design evolved over a number of meetings where the practical elements of 
the investigation were discussed. 
 
3.4.2. Ethical Considerations 
Ethical approval for the HOVIS study including this sub-study was provided by Berkshire 
Research Ethics Committee (Ref: 10/H0505/41). Research governance approval was 
issued by Derby Hospitals NHS Foundation Trust.  
 
Research quality 
The author was aware of the need to design high quality research in order to prevent 
resources being wasted on a poorly planned study. The significance of this research has 
been explained previously. It will add to a previously limited area of research and can 
be drawn on when carrying out future investigations into the effectiveness of home 
visit practice. High quality was assured through sampling methods, the design of the 
interviews and systematic analysis techniques. 
 
Informed consent 
All of the participants were provided with written information and a verbal explanation 
for the patient participants about what their participation in the study would involve, in 
order for them to give informed consent to take part. Informed consent was gained 
from all of the participants for the interviews to take place and be audio recorded 
(Appendix D: participant information sheet and Appendix E: patient participant consent 
form). Verbal consent was provided by the experts and the senior OT participants on 
the interview recordings. 
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Confidentiality/Anonymity  
The participants were informed that information gained during interview would be 
recorded and stored securely on a University of Nottingham database and only be 
accessible by the research team and authorised bodies associated with the research. 
The participants were advised that if they wished to say anything off the record they 
were to inform the interviewer and this would be excluded from the data transcription 
process and would not be reported. In the event that a participant had reported poor 
practice they were advised that the researcher would have to inform the appropriate 
agency, in order to act in the best interest of patient care. 
 
All of the interview transcripts were anonymised following transcription to ensure that 
no identifying information remained. When writing up the findings the author also 
ensured participants were not identifiable. 
 
3.4.3. The sample 
The research consisted of three participant samples, each are separately explained. 
3.4.3.1. Expert participant sample and recruitment 
In order to investigate the value of home visiting practice after stroke, it was felt 
important to gain an insight into the perceptions of those individuals who influence 
current stroke guidelines and evidence-based practice. This would ensure that the 
findings were based on the views and perceptions of experts in this field. It was, 
therefore, decided to explore the perceptions of participants, who due to their 
expertise, status and position were able to influence national OT home visiting practice 
for patients who have had a stroke.  
 
The research team defined an expert as an  “influential and/or a lead figure in the 
practice of OT home visiting and/ or stroke rehabilitation ?. The research sample 
purposely included experts from a range of clinical and academic backgrounds, who 
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were lead figures in home visiting practice and/or stroke rehabilitation. By doing so, a 
rich set of data was collected, enabling the author to report on a full and sophisticated 
understanding of the phenomena (Rice and Ezzy, 1999) capturing the perceptions of 
experts from a wide range of professional experiences. The research included 
recognised national and international academics who had conducted previous research 
on home visits and stroke clinicians representing UK professional bodies. The 
combination of academic and clinical experience was felt to provide an understanding 
of the views of those individuals who influence this practice either directly or indirectly. 
The research team excluded experts who did not speak English. 
 
The research team discussed and identified experts who met the inclusion criteria 
based on their experience and knowledge of the field. Clinicians and/or academics from 
a range of disciplines from both the UK and abroad were identified, with the aim of 
capturing a diverse range of perceptions, experiences and opinions on this topic. Seven 
expert informants were identified and approached to be interviewed. The expert 
participants were approached by letter, sent initially by post and followed up with an e-
mail. The letter (appendix B) explained the aim of the investigation and what taking 
part in the interview would involve for the participant. Experts were informed that they 
were being asked to provide their opinion and perceptions of OT home visit practice, 
due to their knowledge, experience and skill base within OT home visiting and/or 
stroke rehabilitation. It was stated in the letter that they were being approached as an 
expert in this field. The author contacted the experts two weeks post receipt of the 
letter to identify if they were agreeable to take part. 
 
3.4.3.2. Senior OT participant sample and recruitment 
The second phase of the study recruited senior OTs working in acute and/or 
rehabilitation in-patient stroke settings.  
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OTs working in hospital stroke services were responsible for making decisions about a 
ƉĂƚŝĞŶƚ ?ƐĂďŝůŝƚǇƚŽƌĞƚƵƌŶŚŽŵĞĂŶĚǁŚĞƚŚĞƌŽƌŶŽƚƚŽƵŶĚĞƌƚĂŬĞĂhome visit. OTs 
were also responsible for what happens on a home visit. Therefore it was felt of 
paramount importance to gain knowledge of their perceptions about the value of this 
practice, in order to provide an understanding of why, how, and to what degree home 
visits are of value.  
 
The team decided that OTs who were senior in their role would have sufficient 
experience working in stroke care to focus specifically on home visiting practice after 
stroke, as opposed to the general practice of home visiting. It was also considered that 
senior OTs would have a leadership influence on practice across the team that they 
worked in, hence, reflecting a general team approach. No specific criteria with regards 
to years of experience working in stroke care were set as the team did not wish to 
exclude any OT in a senior position and were aware that levels of experience may vary. 
The research included OTs from both acute and rehabilitation NHS hospital settings. 
This was felt to add to the diversity of the sample and reflect the views of OTs working 
across the stroke care pathway. 
 
A letter sent via e-mail explaining the research was sent to all OT members of the 
College of Occupational Therapists Specialist Section for Neurological Practice (COT 
SSNP), asking for senior OTs who worked in NHS in-patient stroke settings to volunteer 
to take part in the research (Appendix C). The letter explained what taking part in the 
research would involve for the participant. The research team initially received e-mails 
from 75 senior OTs who wished to volunteer to take part. Of these, 20 OTs were 
selected through a mapping process, whereby the team selected OTs from each of the 
regional health authorities across the UK ensuring a combination of rural and urban 
locations. This number was felt to represent a range of perceptions and opinions, but 
was also a manageable set of data to analyse. All the participants were sent an e-mail 
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to thank them for volunteering which also informed them whether they had been 
selected to take part in the research or not. 
 
3.4.3.3. Patient participant sample and recruitment 
Gaining the perceptions of patients who had experienced a home visit after stroke was 
of key importance to this investigation and the study aimed to investigate the patient 
perspective. A convenience sample of patients who had taken part in the HOVIS study 
was recruited. The OTs undertaking the home visit completed the Westmead Home 
Safety Assessment (Clemson, 1997) to guide the home visit and record its outcomes. 
Eight patient participants was considered to be a feasible number of patients to recruit 
in the available time, and a manageable amount of data to gain a broad understanding 
of patient perceptions of their pre-discharge home visit experience. 
 
Patients who had received a home visit as part of the HOVIS study and who were able 
to give informed consent to take part in an interview were approached to take part in 
this study. We did not wish to exclude patients with cognitive, or communication 
difficulties as these account for a large proportion of the problems patients face post 
stroke. However, the research aimed to gain an understanding of the patients ? 
experiences, and in order to do this the patients needed to be able to express 
themselves verbally and have an understanding of what was being asked of them. Each 
case was considered on an individual basis, and speech and language therapist support 
in the recruitment stage was used as required with patients who wished to take part 
but who had communication difficulties.  
 
Patients were approached in order of their recruitment to the HOVIS trial and were 
those who were receiving a home visit. An information sheet was given to the patient 
in order for them to consider if they would like to take part or not (Appendix D).The 
author, who recruited the patients, talked through the information sheet with the 
46 
 
patient and their family where applicable, to provide both verbal and written 
information about the study.  The patients were given 48 hours to consider if they 
would like to take part. 
  
3.4.4. Interviews  
3.4.4.1. Why were interviews chosen? 
Interviews were chosen to explore the participants ? perceptions and beliefs about 
home visits after stroke, in order to understand the value of this practice and to 
compare opinions within and across the three participant groups.   
As stated by Kelly (2010:309)  “In qualitative interviewing, the researcher is explicitly 
seeking to gain access to the knowledge, experience, and perspectives of research 
subjects, rather than organising the beliefs, experience, and perspectives of research 
subjects into pre-set categories ?. As previously described, the author aimed to explore 
inductively the participants ? perceptions of the home visit phenomenon. Interviewing 
was therefore chosen as the method of obtaining an in-depth understanding and 
knowledge of the participants ? perceptions and experiences. Hansen (2006:69) noted 
 “thŝƐĚĞŐƌĞĞŽĨƵŶĚĞƌƐƚĂŶĚŝŶŐŽĨƚŚĞƉĂƌƚŝĐŝƉĂŶƚ ?ƐƉŽŝŶƚŽĨǀŝĞǁĐĂŶŶŽƚďĞĂĐŚŝĞǀĞĚ
using any other data collection method ?. Murphy et al. (1998) suggested that 
qualitative interviews are often seen as particularly suitable for exploratory or 
hypothesis generating types of research, as they enable an exploration of participants ? 
understanding of the world and their behaviours based on their experiences. Hence, 
semi-structured interviews were the chosen method of data collection. 
 
3.4.4.2. Semi-structured interviews 
The research aimed to acquire ĂďƌŽĂĚƵŶĚĞƌƐƚĂŶĚŝŶŐŽĨƚŚĞŝŶƚĞƌǀŝĞǁĞĞƐ ?ƉĞƌĐĞƉƚŝŽŶƐ
of home visits after stroke and therefore the interviews were designed to be semi-
structured with a topic guide used. It was decided that semi-structured interviews 
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would allow the research agenda to be set whilst the interviewee determined the 
information produced (Green et al., 2009). In doing so the research remained inductive 
and was driven by the participants ? responses, in order for the value as perceived by 
the participants to be explored, as opposed to any pre-existing agenda of the research.  
 
The research team was aware of the likely variability in practice across the UK and 
therefore, as opposed to limiting the participants ? responses, as would be the case with 
a survey, the semi-structured interview approach allowed the potential differing 
experiences and perceptions of the participants to be explored, and the participants to 
have some freedom to lead the discussion as they wished. 
  
Hale (2000) investigated the OT characteristics influencing home visit decisions and 
reported a difference between the quantitative and qualitative data collected. Hale 
(2000) supported the importance of research that identifies patient perspectives in 
more detail as with qualitative approaches.  
 
Due to limited previous research in this area, one-to-one interviews were felt to be 
ŵŽƐƚĂƉƉƌŽƉƌŝĂƚĞƚŽĞǆƉůŽƌĞŝŶĚŝǀŝĚƵĂůƉĂƌƚŝĐŝƉĂŶƚ ?ƐǀŝĞǁƐĂŶĚĞǆƉĞƌŝĞŶĐĞƐŝŶŵŽƌĞ
depth, as opposed to focusing on specific elements of the home visit, as was likely to be 
the case in a group discussion. There was also a desire for the participants to feel 
comfortable expressing potentially differing opinions, which may be restricted in a 
group situation as with focus groups.  
 
However, it was acknowledged that interviewing in a group situation may have 
ĞŶƌŝĐŚĞĚƚŚĞƉĂƌƚŝĐŝƉĂŶƚ ?Ɛ ‘ƐƚŽƌǇ ?ĂƐƐƚŽƌŝĞƐĐĂŶďĞ “triggered to counter, contrast or 
bring up similarities ? (Benner, 1994:109). However, due to restrictions of time and 
money, it was felt impractical for the study to get a group of experts/OTs/patients 
together to discuss this research topic. 
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3.4.5. Consideration of other qualitative methods 
When considering the most appropriate methods of data generation to answer the 
research questions, posed by the study, the author also considered alternative 
methods, which are now briefly described. 
3.4.5.1. Observation 
Observation of patients and OTs during the course of a home visit was a consideration 
to investigate this experience. This method derives from an ethnographical approach, 
whereby participants are observed in their natural environment and the researcher 
immerses themselves in the environment, with the aim of gaining a real life 
understanding of a particular culture. Murphy et al. (1998) pointed out that one of the 
advantages of completing observational studies is that they address some of the critics ? 
views, that interview responses are not a guide to actual behaviour, but an 
interpretation of what happened. This study, however, accepted that the views 
expressed by its participants were those expressed at a certain place in time and did 
ŶŽƚĂŝŵƚŽƐĞĞŬƚŚĞ ‘ƚƌƵƚŚ ?ŽĨĂĐƚƵĂůďĞŚĂǀŝŽƵƌ, but rather perceptions of the value of 
home visiting practice and influences on this as believed by the participants. Even when 
completing observational research, the researcher ?s own perceptions of what they see 
cannot be completely removed, and therefore it was felt important to ask the 
participants their views rather than observe these. Observational research is potentially 
more time consuming than completing interviews, both in terms of data collection and 
analysis, which further influenced the research method decision. 
 
3.4.5.2. Documents 
The content of home visit reports could have been used to identify the interaction 
between OTs and patients on a home visit and the recommendations made as a result 
of the home visit. Participants could also have been asked to keep a diary and record 
their experiences of the home visit. This has the advantage of the data being grounded 
in the context of the participants as opposed to being led by the researcher, and also 
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decreases the potential reactivity of the researcher being present (Holloway, 2008). 
However, the practicalities of this method for the purposes of this research would have 
been difficult as the researcher aimed to gain a wide range of perspectives on home 
visiting practice and therefore wanted to engage participants from across different 
groups and settings. There was also consideration of the burden on participants having 
to complete a reflexive diary, this was therefore, not felt to be an appropriate method 
for this study. 
 
3.4.6. The Interview guides 
A topic guide for each of the participant groups was designed to ensure consistency 
across the interviews, and to allow areas of particular interest to the research to be 
explored, whilst being as flexible as possible (Appendices, F, G and H). 
  
The interviews were designed to gain a broĂĚƵŶĚĞƌƐƚĂŶĚŝŶŐŽĨƚŚĞĞǆƉĞƌƚƐ ? ?ƐĞŶŝŽƌ
OTs ? ĂŶĚƉĂƚŝĞŶƚƐ ? perceptions of home visiting practice based on the following overall 
objectives for each participant group:     
  
‚ To identify perceptions of the purpose of pre-discharge OT home visits after 
stroke 
‚ To identify perceptions of the value of home visits following stroke. 
 
The questions were designed to be open-ended and took a conversational approach to 
allow the interview to be both flexible and focused. When designing the topic guides 
the research team drew from the available knowledge on home visits, the research 
interests, and the research objectives, as suggested by Kelly (2010). This included 
knowledge of previous qualitative investigation into this topic which, albeit limited, 
assisted the team in considering both the available knowledge and also gaps in the 
evidence base. As the interviews were completed sequentially, with the expert 
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participant interviews completed first, followed by the senior OT interviews and finally 
the patient interviews, the guides were iteratively redeveloped having been informed 
by the findings from the data sets already generated. 
 
Kvale (1996) offered some recommendations which were considered when designing 
the interview questions. The research used a combination of introducing, direct and 
probing style questions, for example;  “could you tell me what you think is involved in 
current home visit practice for people who have had a stroke? ? ?/ŶƚƌŽĚƵĐŝŶŐƋƵĞƐƚŝŽŶ ?
and ? “Do you think there are any disadvantages to undertaking pre-discharge home 
visits for people who have had a stroke? ? (direct question). The probing questions 
focused on the ƉĂƌƚŝĐŝƉĂŶƚƐ ? ƌĞƐƉŽŶƐĞƐĂŶĚ ‘ǁŚǇ ?ƋƵĞƐƚŝŽŶƐ ?ƚŽĞǆƉůŽƌĞĞǆƉůĂŶĂƚŝŽŶƐŽĨ
the interviewees responses, ĨŽƌĞǆĂŵƉůĞ ? “can you tell me a little more about why you 
feel completing the home visit to ensure patient safety is important ? ? 
 
Following initial discussion and identification of the key areas to be included, the topic 
guide was sent to the steering group for further feedback. After the expert interviews 
were completed the team met again to design the senior OT interview guide, and drew 
on the findings from the expert interviews when considering the topics covered in the 
interviews. The author led the design of the patient interview topic guide, and 
consulted the team and the patient representative from the steering group about the 
wording of the questions and topics covered. 
 
The patient guide was less structured than the other two topic guides, due to the 
recognition that the patients would be talking about a single experience, whereas the 
expert and senior OT participants were drawing on a range of experiences. 
It should be noted that the expert and senior OT interview guides were also used to 
collect data for the main HOVIS study, and therefore a more diverse range of topics 
were covered. 
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3.4.7. Pilot Interviews 
A pilot interview was undertaken for each of the participant groups. The interviews 
were evaluated in terms of timing, language, and whether any questions needed to be 
added or amended. 
 
3.4.7.1. Expert Pilot 
An expert academic within the field of stroke and OT was interviewed to identify if the 
interview questions were appropriate in terms of the overall research questions. The 
interview was completed by the author, with the qualitative social scientist from the 
HOVIS team present in order to provide feedback on the interviewing technique. The 
interview lasted approximately 45 minutes. The interviewee was able to answer all of 
the questions, and gave positive feedback about its content in terms of the research 
question. However, as a result of the pilot interview an additional question with 
regards to the nature of reporting the outcome of the home visit was added. The 
qualitative social scientist fed back that the topics had been covered effectively, with 
the pilot interviewee being given sufficient opportunity to answer the questions. The 
author reflected positively on the interview, and became more aware of the need to 
focus on leaving time for silences, for the interviewees to consider their responses. 
 
Further changes to the interview guide were made based on the reseaƌĐŚŐƌŽƵƉ ?Ɛ
feedback. These changes mainly included wording and phrasing as opposed to the 
content of the questions. 
 
3.4.7.2. Senior OT Pilot 
A pilot interview was undertaken with a senior OT who worked in a neurological 
rehabilitation setting and had experience of working in stroke rehabilitation. The 
interview was again completed by the author. The interview lasted approximately 45 
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minutes. The interviewee was able to answer all of the questions. The interviewee gave 
positive feedback, and no changes were made to the topic guide at this stage. 
 
Following further discussion the research team agreed it was important to include 
questions relating to access visits and discharge home visits (see definitions in Chapter 
one). The expert findings highlighted that OTs may use these alternate methods of 
assessment and therefore they were important to explore in order to put the findings 
in to context with the OTs ? practice.   
Due to practice at the site of the RCT, where pre-discharge home visits were regularly 
being completed with patients being discharged to nursing homes, it was also decided 
the interview should ask specifically about patients who were being discharged to 
nursing homes. 
 
3.4.7.3. Patient Pilot 
The patient interview topic guide was discussed with the patient representative on the 
HOVIS steering group. The patient representative was asked to give their opinion on 
the content of the questions based on their own experience. He felt the content of the 
questions was appropriate and that no changes needed to be made.  
 
3.4.8. Interview procedures 
3.4.8.1. Who conducted the interviews? 
The expert interviews were conducted during 2010 by the author and the qualitative 
social scientist for the HOVIS study. The senior OT interviews were completed during 
2010/2011 by four members of the HOVIS research team. The patient interviews were 
undertaken by the author between July and October 2011. 
It was accepted that each interviewer would have different interview styles due to 
differing experiences, which could potentially guide the interviews in differing 
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directions. Hence, the topic guide was designed to provide a level of continuity to the 
interviews.  
 
The author reflected how the interview process went, and recorded discussions with 
the research team in her log book. This enabled the author to consider her own 
position on the data collected, interactions with the participants, and later the analysis 
process. This is described as reflexive practice (Butler- Kisber, 2010), whereby the 
author sought to identify and acknowledge her own assumptions and the influence this 
had on the research processes.  
 
The interviewers also reflected on the impact they themselves had in the interview 
situation in relation to each of the participant groups. The expert interviewees all held 
senior roles and had influence on stroke research and/or guidelines. The researchers in 
their roles had much less influence on practice guidelines, which was acknowledged 
when reflecting on the interview process. For example, the author had to acknowledge 
that she respected and was inspired by those experts she interviewed, which may have 
made it difficult to challenge certain opinions. As the interviewers had less academic 
and clinical experience than the experts interviewed, it was not felt that their position 
would have influenced the interviewees to withhold their perceptions. However, in 
order to address potential issues regarding power and hierarchy with the senior OTs, 
the interviewers did not inform the senior OT participants of their professional 
background, only their researcher status, to reduce the effect of this on dynamics of 
the interview. 
 
The author limited any power relations between herself and the patients interviewed 
by not completing their home visits, as the patients home visits were the phenomenon 
of research interest explored in the interview. If the author had completed the 
ƉĂƚŝĞŶƚƐ ?ŚŽŵĞǀŝƐŝƚƐ ?ƚŚĞŝŶĨŽƌŵĂƚŝŽŶŐĂƚŚĞƌĞĚŝŶƚŚĞŝŶƚĞƌǀŝĞǁƐŵĂǇŚĂǀĞďĞĞŶ
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limited, as the patients may not have felt able, or have wanted to, disclose certain 
opinions. 
3.4.8.2. How were the interviews conducted? 
It was important that the participants felt comfortable to talk about the research topic 
(Kvale, 2009), therefore face-to-face interviews were the preferred choice. Face-to-face 
interviews enabled the interviewer to develop a rapport with the interviewee and 
ensured that participants felt comfortable in answering the research questions. 
However, it was not practical for the research team to complete the interviews face-to-
face with all of the participant groups, due to the time and cost implications. Therefore 
phone interviews were completed for some of the expert interviews, and all of the 
senior OT interviews.  The patient interviews were undertaken face-to-face one week 
post discharge from hospital at their home at a time to suit them. This again was felt to 
reduce any power relations as the patients were at their own homes, as opposed to 
being in a clinical setting. 
All of the interviews were recorded using a digital voice recorder with ear sets for the 
telephone interviews. Recording the interviews enabled a thorough in-depth analysis of 
the data, which would be difficult to accomplish with field notes alone. The 
interviewers discussed each interview informally after they had taken place. This 
allowed the interviewers to consider their own positions on what had been said and 
any feelings that were provoked by the interviews which may have affected the 
interview process. The author logged any specific relevant information as part of the 
reflexive nature of the research process. 
Informed consent was gained from all of the participants prior to the interviews taking 
place. 
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3.5. Analysis procedures 
3.5.1. Transcription 
The interviews were transcribed verbatim into a word document either by an external 
transcription agency, for the expert and senior OT interviews, or by the author with 
regard to the patient interviews. The notations; IV for Interviewer, and HS#/HE#/P, 
were used by the author  for senior OT/expert/patient text, respectively, when 
transcribing the patient interviews, but when these were later checked for accuracy by 
a colleague on the HOVIS team, the lines were re-numbered and the interviewer text 
was written in bold font. The transcripts were checked for accuracy by the interviewers 
for the expert and senior OT interviews, and a member of the HOVIS team for the 
patient interviews.  
The author acknowledges transcribing all of the interviews would have assisted in the 
data analysis process, but due to time restrictions and the amount of the data 
collected, this was not feasible. All of the transcripts were anonymised and stored on a 
University of Nottingham secure server. 
  
As the quality of the data transcript determines the accuracy of the interpretation 
(Silverman, 2005), the transcripts were cross-checked by two researchers against the 
original recordings to ensure accuracy. This included being mindful of non-verbal cues, 
such as pauses and delays, and attention to subtleties in sounds and noises made by 
the interviewer and interviewee. 
 
3.5.2. Thematic Analysis  
A six phase thematic analysis as described by Braun and Clarke (2006) was used to 
analyse the interview data. Braun and Clarke (2006:81) described thematic analysis as a 
ĨůĞǆŝďůĞĂŶĂůǇƐŝƐŵĞƚŚŽĚƚŚĂƚŝƐ “not pre-wedded to any pre-existing theoretical 
framework and therefore can be used within different theoretical frameworks ?.  
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Thematic analysis was used to identify meaningful patterns of data from across the 
individual data sets, which were analysed separately. The analysis of the expert 
participant data took place first, followed by the senior OT analysis and then finally 
analysis of the patient interview data. The analysis of data from each of the participant 
groups was then compared to identify similarities and differences in the perceptions of 
the three different groups of stake-holders, which are discussed in chapter seven.  
 
The National Centre for Social Science Research (NatCen) stated that thematic analysis 
ĂŝŵƐƚŽĂŶƐǁĞƌƚŚĞ ‘ǁŚĂƚ ?ƋƵĞƐƚŝŽŶƐĂŶĚŚĂƐƚŚƌĞĞŬĞǇƐƚĞƉƐ ?ŝ ?ĚĞƚection 
(Familiarisation), ii) categorisation (assigning data to meaningful conceptual boxes) and 
iii) classification (assessing relationships between categories) (NatCen, 2011). 
Ultimately thematic analysis aims to compare systematically patterns of data. This was 
felt to be an effective method of analysis in this study, to explore and identify patterns 
of data that demonstrated the perceived value of home visits after stroke. 
  
In thematic analysis,  “meaningful patterns, stances, or concerns are considered rather 
than more elemental units such as words or phrases ?, the aim being to clarify 
distinctions and similarities of the participanƚƐ ?ĞǆƉĞƌŝĞŶĐĞƐ ?ĞŶŶĞƌ ? ? ? ? ? P115). Both 
ƚŚĞƐŝŵŝůĂƌŝƚŝĞƐĂŶĚĚŝĨĨĞƌĞŶĐĞƐŝŶƚŚĞƉĂƌƚŝĐŝƉĂŶƚ ?ƐƉĞƌĐĞƉƚŝŽŶƐŽĨƚŚĞǀĂůƵĞŽĨhome 
visits after stroke were explored, with the aim of generating theory based on 
meaningful patterns, as opposed to searching for specific commonalities. Therefore, 
during the analysis phases, it was ensured that negative cases i.e. those that did not 
form general opinion across the data sets, were not ignored during the interpretation, 
as opposed to searching for only similarities in responses. 
 
The author independently analysed each of the data sets (expert, senior OT and 
patient) separately and then compared and discussed the themes from each of the 
participant groups; the findings are presented in chapter seven. Where possible the 
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author aimed to develop concepts based on the developing data and previous research 
findings.  
 
The author discussed and reflected on the progress of her analysis with the team and 
her supervisors throughout the analysis process. The progress of data analysis was also 
an agenda item at the monthly HOVIS meeting, giving the author an opportunity to 
discuss and explain the findings of this research to the team.  
 
The themes that developed captured a picture of what had been said by the 
participants about the value of home visits after stroke. At each of the analysis phases 
ƚŚĞĂƵƚŚŽƌ ?ƐƉĞƌƐŽŶĂůŝŶĨůƵĞŶĐĞƐŝ ?Ğ ?ǀŝĞǁƐ ?ŽƉŝŶŝŽŶƐ and experiences, were monitored, 
by using a reflexive log, through open discussion between the author and her 
supervisors, and reflection on the interviews as previously stated. The use of reflexive 
practice in qualitative research is now well accepted as the researcher is acknowledged 
as part of the research, which is considered throughout the research process (Finlay, 
2003). 
 
Consideration was made as to whether the interpretations of the data should be taken 
back to the interviewees. It could be argued that by doing this the interviewees could 
have validated what they meant. However, by attempting to validate the findings in 
this way the interviewee is given epistemological privilege, which in itself can cause 
problems (Mason, 2002), as what the participants agree to on one day may differ the 
next. This goes back to the perspective of the author taking a subtle realist approach as 
opposed to searching for a single truth and reality, as would be the case with a more 
realist approach.   
 
Whilst taking a reflexive approach to considering subjectivity, the author accepted that 
the data collected and analysed reflected perceptions of an individual at a certain place 
in time with numerous potential influences. The thematic analysis method however, 
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demonstrates how the information gathered was analysed and interpreted to reflect 
transparently how the author came to her conclusions. 
  
By acknowledging that different researchers would potentially generate different 
interpretations and meanings during the analysis process, whilst rigorously questioning 
ones motives, opinions and orientations, this research aimed to produce a trustworthy 
ĂŶĚĞǀŝĚĞŶĐĞĚĂĐĐŽƵŶƚŽĨƚŚĞƉĂƌƚŝĐŝƉĂŶƚ ?ƐƉĞƌĐĞƉƚŝŽŶƐŽŶƚŚŝƐƚŽƉŝĐ ?dŚĞĂƵƚŚŽƌǁĂƐ
aware that she was the main research tool and therefore had to demonstrate through 
writing how the knowledge gained from participants was received, perceived and 
constructed (Holloway, 2005). 
 
The six phases of thematic analysis as described by Braun and Clark (2006) that the 
analysis followed are now described. Each of these phases was undertaken separately 
for each of the participant data sets: expert, senior OT and patients, respectively. 
  
Phase 1: Familiarising yourself with the data  
At this phase the author  ‘ŝŵŵĞƌƐĞĚ ?ŚĞƌƐĞůĨŝŶƚŚĞĚĂƚĂ ?ƐŽƐŚĞwas fully engaged and 
familiar with all of the narrative, prior to any further analysis. This involved repeatedly 
reading the transcripts and listening to the recordings. This ensured full engagement 
with all aspects of the data. Initial thoughts and key words were noted from each 
interview, but no coding took place at this stage. For the expert and senior OT 
interviews, this process began whilst undertaking and/or reading the transcripts. For 
the patient interviews this began whilst undertaking the interviews and then 
transcribing the interviews. 
 
Following initial familiarisation, any text that did not specifically relate to the value of 
home visits for patients after stroke was excluded from ongoing analysis. Data relating 
to the value of the home visit for the patient included; descriptions of how patients 
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benefit from the visit, data that reported the purpose of the home visit in relation to 
outcomes that were perceived to be of value to the patient, descriptions  of how 
patients react and feel about home visits, and data that discussed or debated the value 
of the home visit . As the patient interviews were specifically designed in relation to the 
ƉĂƚŝĞŶƚƐ ?ĞǆƉĞƌŝĞŶĐĞĂŶĚƚŚĞǀĂůƵĞŽĨƚŚĞŚŽŵĞǀŝƐŝƚ ?ĂůůŽĨƚŚĞĚĂƚĂĐŽůůĞĐƚĞĚǁĂƐ
considered, at the outset, to be of relevance to the research question, and therefore all 
of the data were included in the analysis. 
 
Phase 2: Generating initial codes  
At this stage all relevant data was coded into meaningful topics. Codes were described 
as data that appeared  ‘ŝŶƚĞƌĞƐƚŝŶŐ ?ƚŽƚŚĞĂŶĂůǇƐƚ ?ŝŶƌĞƐƉŽŶƐĞƚŽƚŚĞƌĞƐĞĂƌĐŚƋƵĞƐtion 
(Braun and Clarke, 2006). The author coded each interview, in response to the research 
ƋƵĞƐƚŝŽŶ ‘ǁŚĂƚĂƌĞƚŚĞƉĂƌƚŝĐŝƉĂŶƚƐ ?ƉĞƌĐĞƉƚŝŽŶƐŽĨƚŚĞǀĂůƵĞŽĨƉƌĞ-discharge home 
visits after stroke? ? Any data that was meaningful in answering the research question 
was given a code.  
 
Taking an inductive approach, these initial codes were driven by the data as opposed to 
any pre-existing theories. Nothing was discounted unless it did not relate to the value 
of home visits after stroke.  
 
As the expert and senior OT interviews were designed for use in other parts of the 
study, as previously explained, all of the expert and senior OT data was coded 
according to the general perceptions of home visit practice. The author then used these 
codes to focus specifically on the value the home visit has to offer to the patient. 
Each area of interest was given a code consisting of a key word or sentence. These 
were initially manually highlighted into different coloured codes. The Computer 
Assisted Qualitative Data Analysis package (CAQDA), NVivo 8, was used to assist with 
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the management and organisation of the data. NVivo is a well-recognised package to 
support the management of qualitative data (Gibson and Brown, 2009).  
 
The interview transcripts were uploaded to the NVivo 8 software, which enabled codes 
to be stored together. This assisted in the data management and the identification of 
the same codes across the data sets. This was also achieved by pulling together the 
codes found from highlighting the text manually and writing down all codes found in 
one interview and then correlating them with codes found in other interviews. The use 
of both initial coding methods enabled the author to return to the original data sets; 
familiarising herself continually with the data.  
 
The author regularly acknowledged and documented her own perceptions of the 
research topic and the findings whilst embarking on this stage, with the aim of 
acknowledging her own personal opinions and the potential influence this may have 
had on the analysis process. 
   
Phase 3: Searching for themes  
At this phase, the identification of meaningful patterns of codes, forming themes that 
answered the research question took place. Braun and Clarke (2006: 82) define a 
ƚŚĞŵĞĂƐ ‘something important about the data in relation to the research questions and 
ƌĞƉƌĞƐĞŶƚƐƐŽŵĞůĞǀĞůŽĨƉĂƚƚĞƌŶĞĚƌĞƐƉŽŶƐĞŽƌŵĞĂŶŝŶŐǁŝƚŚŝŶƚŚĞĚĂƚĂƐĞƚ ?.   
 
Each individual code was written down to enable a visual image of the developing 
patterns. These codes were then utilised to form a visual map to assist the author in 
identifying meaningful patterns of codes. The author used her reflexive log to consider 
the relationship between the different codes and, to identify if they represented the 
same or similar meanings. Those that did represent the same meanings were brought 
together to form a theme.  
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Nvivo 8 assisted in the management of this thematic analysis by storing the codes that 
formed the developing themes together, along with the quotations that described the 
themes. This process allowed quotations to be reviewed as a whole, and assisted in 
decisions about which best described the meaning of the themes.  
 
This form of analysis did not seek to determine the themes from the most common 
response, as with a more realist approach, but to ensure that any data that was of 
relevance in identifying the perceived value of home visits after stroke was 
represented. 
 
Phase 4: Reviewing themes 
At this stage the developing themes were reviewed and refined, checking that no 
relevant data had been missed, and that the themes accurately answered the research 
question. This stage of analysis was twofold: firstly checking if the themes worked in 
relation to the coded extracts and, secondly, that the entire data set generated a 
ƚŚĞŵĂƚŝĐ ‘ŵĂƉ ?ŽĨƚŚĞĂŶĂůǇƐŝƐ (Braun and Clark, 2006).  
 
It became evident that certain initial themes were either too diverse and could be 
separated into smaller themes, or that they did not have enough data to support them, 
and were either disregarded, or formed together with other themes. 
This process required the author to return to the original research question P ‘ǁŚĂƚĂƌĞ
ƚŚĞƉĂƌƚŝĐŝƉĂŶƚƐ ? perceptions of the value of pre-discharge ŚŽŵĞǀŝƐŝƚƐĂĨƚĞƌƐƚƌŽŬĞ ? ?in 
order to ensure that the findings were consistent with what the research had aimed to 
explore.  
Initially, at this phase, all of the collated extracts from each of the themes stored in 
NVivo 8 were re-read in order to confirm that the developing themes reflected what 
was being said by the participants ?ĂŶĚƚŚĂƚƚŚĞǇ “formed a coherent ƉĂƚƚĞƌŶ ?, (Braun 
and Clarke, 2006: 91), and to check that nothing of relevance had been missed. 
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Following this, the whole data set was re-ƌĞĂĚƚŽĐŚĞĐŬƚŚĂƚƚŚĞƚŚĞŵĞƐ “worked in 
relation to the data ƐĞƚ ?, and to confirm that no additional codes had been missed 
(Braun and Clarke, 2006: 91). 
 
Phase 5: Defining and naming themes 
The themes were defined in response to the research question at this stage of analysis. 
The final analysis and the essence of what each theme meant, was recorded. This 
allowed for ongoing analysis and refinement of the themes. Final decisions about the 
themes and sub-themes were made. Each theme was defined and key quotations were 
selected to illustrate the meaning of the themes and the interpretations of the data. 
Braun and Clark (2006) advised it is important that the themes identify what is of 
interest about them, and why, in relation to the research question.  
 
Phase 6: Producing the report  
The final stage of analysis was to write a report of the research findings. The author 
aimed both to describe and explain their interpretations, and link their findings to the 
available evidence, in order to develop theory. Chapters four, five and six encompass 
the report of the analysis, where the themes are explained and discussed.  
 
In order to provide the reader with a specific understanding of how the themes 
developed, an audit trail of the thematic analytical process, undertaken by the author 
on each of the participant grŽƵƉƐ ?ŝŶƚĞƌǀŝĞǁĚĂƚĂ, is represented in appendices, I, J and 
K. This provides supplementary detail about the analytical processes used, and the 
development of the thematic analysis as put into practice (by the author). 
 
Once analysis of each of the particŝƉĂŶƚŐƌŽƵƉƐ ?ŝŶƚĞƌǀŝĞǁĚĂƚĂŚĂĚďĞĞŶƵŶĚĞƌƚĂŬĞŶ ?
and the research findings had been written, the key findings, i.e. the themes from each 
of the three data sets, were compared to search for both similarities and differences in 
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perceptions about the value of home visits after stroke. This formed the basis for the 
discussion in chapter seven. 
 
3.6. Consideration of rigour  
To provide an accurate outcome of the research findings, address the research 
question and in turn provide evidence that is credible, the author addressed issues 
concerned with rigour throughout the design, data collection, analysis and report 
writing processes. These have been explained throughout this chapter, but the key 
considerations are now summarised. 
 
As discussed previously, the aim of this study was not to measure objectively the value 
of home visits after stroke. It should, therefore, be borne in mind that qualitative 
research cannot depend on the same measures appropriate to quantitative research, 
whereby validity and reliability are measured (Hansen, 2006; Kelly, 2010).  
 
Also, as previously described, the author aimed to reflect the trustworthiness of the 
research through transparency of the method and the research processes, using 
explanations of how she came to the conclusions she did. To achieve rigour, the 
strategies of thick description, whereby details of the context and participants were 
included, and an audit trail demonstrating how the author ?s thinking progressed were 
used (Ballinger, 2006). This allows the reader to evaluate the findings for themselves 
and consider whether the interpretations that were made were justified based on the 
evidence presented.  
 
The initial design of the study was led by a group of researchers each with differing 
ontological positions. The approach to rigour was therefore influenced by a more 
realist position, whereby reliability and validity was aimed to be sought. Hence, initial 
decisions as to who was deemed an expert and an explanation of why, took place. This 
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enabled a purposive sample to be identified ǁŝƚŚƚŚĞĂŝŵŽĨ ‘ĂĐĐƵƌĂƚĞůǇ ?ĂŶƐǁĞƌŝŶŐƚŚĞ
research question.  
 
The author designed the topic guides with the support of the research team, and the 
initial themes were discussed and agreed upon at the different stages of analysis, with 
the aim of demonstrating  ‘reliability ?. The author initially sought to consider her own 
position and influence on these processes and the influence of  ‘bias ? ?ĂŐĂŝŶ to ensure 
validity of the research findings. However, as the author began to focus her study on a 
specific aspect of the research, she was aware that her views were developing and that 
she ŚĂĚƚĂŬĞŶĂ ‘ƐƵďƚůĞƌĞĂůŝƐƚ ?view of the research process, and sought to ensure 
rigour through alternative methods compared with ƚŚŽƐĞĂ ‘ƌĞĂůŝƐƚ ?ǁŽƵůĚƚĂŬĞ ?ĂƐ
described previously.  
 
The author kept a reflexive log to document and report on the analysis process and 
how she reached her interpretations, in order both to reflect and allow for 
transparency of her interpretations. In doing so, she aimed to provide a transparent 
account of how she came to the interpretations she did, to enable the reader to 
determine if the outcomes could relate to populations similar to that of the 
participants included in this study. The decision to present the analysis procedure in 
this way is due to qualitative research often being criticised for the lack of explanation 
of how findings are developed and scrutiny over their rigour.  
 
As stated by Silverman (2006: 237) the key consideration of research rigour is whether 
 “the researcher has demonstrated why we should believe ƚŚĞŵ ?and whether the 
research problem has theoretical and or/practical significance. This study has 
attempted to demonstrate its theoretical and practical significance and, through its 
approach to the demonstration of research rigour, has tried to enable the reader to 
understand how the findings of the research have been reached.  
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3.7. Researcher reflections on data collection/creation  
Qualitative researchers accept and value the central role of the researcher in 
construction of knowledge (Finlay, 2006). Considering the qualitative nature of this 
research, the author recognised the importance of considering the impact that they 
themselves had on the research, and therefore this section is a reflection on the data 
collection and creation process. 
3.7.1. dŚĞĂƵƚŚŽƌ ?ƐƉƌŽĨĞƐƐŝŽŶĂůďĂĐŬŐƌŽƵŶĚĂŶĚƌŽůĞŝŶƚŚĞ,Ks/^ƐƚƵĚǇ 
The author was the research OT for the HOVIS study. Her primary role was to support 
the HOVIS team in the design and completion of a two part study; i) a qualitative 
investigation into perceptions of pre-discharge home visits after stroke (completed to 
support in the design of future quantitative research), ii) a feasibility RCT. As part of her 
research role the author was responsible for the recruitment of patients to the 
feasibility RCT, and the completion of the control and home visit interventions. 
Alongside this role the author completed her own qualitative piece of research 
investigating the value of pre-discharge home visits for patients following a stroke. 
The author had 12 years of clinical experience as an OT at the point of completing this 
research, six of which had been spent specialising in stroke. The author had experience 
of completing numerous pre-discharge home visits prior to this study with patients who 
had had a stroke and also from working in a number of other clinical areas, including 
general medicine, trauma and orthopaedics and acquired brain injury. This experience 
was felt to put her in an ideal position to support in the design of both the HOVIS study 
and her own qualitative research study, as she had an understanding of the nature of 
the pre-discharge home visit intervention and could advise on data collection.   
It must also be acknowledged that the author felt passionate about the role OTs play in 
supporting patients to return to functional independence, and held a positive view of 
the value of pre-discharge home visits after stroke. However, interestingly for her as a 
clinician, having completed the HOVIS control intervention (a hospital interview), she 
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found this gave her time with patients and relatives to focus on their concerns about 
discharge home, which she found to be of equal value to a pre-discharge home visit, for 
certain patient groups. This changed her perceptions and ǁĂǇŽĨĂƉƉƌŽĂĐŚŝŶŐƉĂƚŝĞŶƚƐ ?
discharge. Hence, the author viewed both the hospital interview and pre-discharge 
home visit interventions to be of value to patients and/their relatives. This is important 
to note when investigating the value of home visits after stroke, as the author had 
experienced what she felt to be a suitable alternative to the home visit. This knowledge 
enabled her to be more questioning of the value of the home visit, than she may have 
been previously. 
 
3.7.2. Reflection on interview process 
Reflection on the difference between the author completing the interviews compared 
to someone else completing the interviews 
The interviews were completed by four members of the HOVIS team, with the author 
completing all of the patient interviews (eight), four of the expert interviews and seven 
of the senior OT interviews (19 out of the total 34 interviews). The other interviews 
were completed by three members of the HOVIS team, each with differing academic 
and clinical backgrounds (one doctor/researcher, one qualitative researcher and one 
OT/research associate). The team did meet prior to this process, and the author lead 
two sessions on conducting interviews and thematic analysis with the aim of ensuring a 
consistent approach to data collection and analysis. A topic guide was also used to 
ensure a level of consistency throughout the data collection process. However, each of 
the interviewers brought their own experiences, views and perceptions to the 
interview process, which should be acknowledged.  
Although the author felt her experience of home visits put her in an excellent position 
to understand the interviewees responses, on reflection her line of questioning may 
have been less exploratory, as she felt she already understood the meaning of what the 
participants were saying, as opposed to an interviewer who had no experience of home 
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visits who may have sought to verify. Interestingly, having listened to all of the 
interviews and transcribing some of them, the author found that the qualitative 
researcher who had no clinical experience of home visiting, took longer on average to 
complete the senior OT interviews (60minutes)  compared to the author (41 minutes) 
and the other two interviewers (34 and 25 minutes). The qualitative social scientist 
researcher did state at the beginning of the interviews that she was not an OT and did 
not have any experience of pre-discharge home visits and asked the interviewees to 
feel free to explain and expand on their comments. This is something that the other 
interviewers did not do, most likely because they were clinicians and did have a prior 
understanding of home visits. However, interestingly, this was not the same for the 
expert interviews. In this instance a particularly short interview was undertaken by the 
qualitative researcher, and despite probing and clarification along with pauses to give 
the interviewer time to reflect, this interview remained short, as the responses were 
relatively short.  
It must also be acknowledged that three of the interviewers were reasonably new to 
this type of research investigation, and therefore, a certain amount of growth and 
development in their interview technique took place from starting the interview 
process to its completion. 
 
Face to face interviews versus telephone interviews  
Along with different interviewers, there was also a variation in how the interviews were 
undertaken i.e. telephone and face to face. Again this will have influenced the 
information obtained. An advantage of face to face interviewing enables a rapport that 
puts the interviewee at ease, allowing them to feel comfortable to share their 
experiences in more detail. Telephone interviews do not allow the same level of non-
verbal communication, which could potentially limit the depth of the information 
obtained. Whilst acknowledging the benefit of access to a wider audience (Creswell, 
2012) and reduced cost, the preferred interview option tends to be a face to face as 
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opposed to telephone interviews (Hesse-Biber and Leavy, 2011), in the main due to the 
visual cues and typical interactions that take place during a face to face conversation, 
which can support the researcher interviewee rapport (Green and Thorogood, 2009). 
However, whilst putting forward the argument for the dominance of face to face 
interviewing, it has been acknowledged that there is limited research evidence to 
support this, and that further research is required to compare the two modes of 
interview (Norvik, 2008).  
Essentially the decision to complete telephone interviews in this study was a pragmatic 
one that focused on gaining a wide range of expert and senior OT opinion, within the 
confines of the research funding that was available. To account for the lack of non-
verbal interaction gained during face to face interviews, the researchers tried to ensure 
a rapport was built through their initial introduction and contact with the interviewees. 
The interviewers began with a question that was non-threatening; this can assist with 
overcoming the likely apprehension phase of the interview, stemming from the new 
context of the interviewer and interviewee relationship, which can feel strange  
(DiCicco-Bloom and Crabtree, 2006). When listening to the interview recordings it was 
evident that all of the interviewers attempted to build rapport with the interviewees, 
with clarification ĂŶĚĂĐƚŝǀĞůŝƐƚĞŶŝŶŐŝ ?Ğ ?ĂĐŬŶŽǁůĞĚŐŝŶŐĐŽŵŵĞŶƚƐǁŝƚŚ ‘ǇĞƐ ?ĂŶĚ ‘Ƶŵ ?
and clarifying their interpretations of what had been said. 
 
The interview length 
The length of the interviews did vary considerably both within and across each of the 
three data sets. The design of the interview incorporated open ended questions 
throughout, and time for the interviewers to probe and expand on the information 
provided, in order to obtain the depth and richness of the information about the 
research topic. All of the participants were exposed to the same level of questioning 
and for some, despite probing and the use of open ended questioning, the length of 
the interviews was shorter; this could have been influenced by the time the 
interviewee had available, their own agenda for the interviews and the person 
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undertaking the interview. It does have to be acknowledged that the shorter interviews 
yielded less depth and richness to the collection process. 
 
The order of the interviews 
The research was designed so that the expert data was collected first and this was then 
used to assist in the design of the senior OT interviews, which in turn was used to assist 
in the design of the patient interviews. Had the patient interviews been completed 
prior to the expert and senior OT interviews, the latter interviews would have included 
topics relating to patient views and the impact of a home visit, as perceived by 
patients, for example the length of home visits. The expert and senior OT interviews 
could have asked how the experts and senior OTs felt about the patient perƐƉĞĐƚŝǀĞƐ ?, 
giving them time to consider and reflect on the patient experience. In this research 
accomplished academics and/or clinicians were positioned as the experts in this field, 
however, questions could be raised as to whether the patients were indeed the experts 
as they were the central point of the question; what is the value of home visits to 
patients who have had a stroke?.  
 
3.7.3. Influence of the author on the analysis and interpretation 
The practice of pre-ĚŝƐĐŚĂƌŐĞŚŽŵĞǀŝƐŝƚƐĂĨƚĞƌƐƚƌŽŬĞĂƚƚŚĞĂƵƚŚŽƌ ?ƐƉůĂĐĞŽĨǁŽƌŬ
(also where the HOVIS feasibility study took place) was routine prior to the HOVIS study 
starting and  a large proportion of patients would receive a home visit prior to 
discharge, including those being discharged to care homes. The author, along with her 
colleagues, would primarily complete home visits to enable the best possible transition 
from hospital to returning home by minimising safety risks, enabling independence in 
ADL and handing over care to the appropriate community services. It was a usual part 
of OT practice to complete these visits and primarily it was the OTs decision, as to 
whether a home visit was felt necessary or not. However, ŝƚǁĂƐƚŚĞĂƵƚŚŽƌ ?ƐǀŝĞǁƚŚĂƚ 
home visit decisions were often influenced by patients who were anxious about their 
return home or more often by their carers/family members.  
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dŚĞĂƵƚŚŽƌ ?ƐĞǆƉĞƌŝĞŶĐĞƐǁĞƌĞĐŽŶƐŝƐƚĞŶƚǁŝƚŚĐĞƌƚĂŝŶƉĂƌƚŝĐŝƉĂŶƚƐ ?ĞǆƉĞƌŝĞŶĐĞƐĂŶĚ
therefore it is possible she ĂĚĚĞĚŵĞĂŶŝŶŐƚŽƚŚŽƐĞƉĂƌƚŝĐŝƉĂŶƚƐ ?ƉĞƌĐĞƉƚŝŽŶƐďĂƐĞĚŽŶ
her own experiences, for example the value home visits were perceived to have in 
ƐƵƉƉŽƌƚŝŶŐƉĂƚŝĞŶƚ ?ƐĂŶĚĐĂƌĞƌƐƚŽĂĚũƵƐƚ to returning home, and supporting with the 
transition. The author was also aware of current restrictions on home visiting practice 
in terms of time and how many visits can be completed. Hence, she could position 
ŚĞƌƐĞůĨŝŶƚŚĞƐŝƚƵĂƚŝŽŶŽĨƉĂƚŝĞŶƚƐ ?ǁŚŽĨŽƵŶĚƚŚĞŝƌŚŽŵĞǀŝƐŝƚƚŽďĞƌƵƐŚĞĚ ?,ŽǁĞǀĞƌ, 
in the cases where participantƐ ?ĞǆƉĞƌŝĞŶĐĞƐĚŝĨĨĞƌĞĚĨƌŽŵƚŚŽƐĞŽĨŚĞƌŽǁŶ, the 
meanings attached were not based on her own pre-conceptions, and may have differed 
slightly, had she shared a similar experience.  
It should also be noted that as an OT, the completion of these interviews was a learning 
experience for the author, that could impact on her own clinical practice, as she gained 
knew knowledge that could influence her future practice. This level of clinical interest 
could have also impacted on the interview process, with the author being more 
questioning of practice that differed to her own. 
The use of a reflexive diary enabled the author to consider her influence throughout 
the process, with the aim of determining different meanings to the analysis process, 
other than those that would have been based on her perceptions and views. This is 
reflected on in appendices I, J and K. 
The following three chapters present the results of the thematic analysis undertaken 
on the interview data generated with the three participant groups. The audit trails (in 
appendices I, J and K) will enable the reader to have an understanding of how these 
results developed, adding further to the rigour of the research. 
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Chapter Four: The value of pre-discharge occupational therapy 
home visits for patients who have had stroke: Expert 
perceptions and opinions 
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4.1. Introduction 
This chapter ƌĞƉŽƌƚƐƚŚĞĞǆƉĞƌƚƉĂƌƚŝĐŝƉĂŶƚƐ ? ?ĨƌŽŵŚĞƌĞŽŶƌĞĨĞƌƌĞĚƚŽĂƐĞǆƉĞƌƚƐ ?
perceptions of the value of pre-discharge home visits after stroke, following thematic 
analysis of the expert participant interviews. It outlines the expert sample before 
describing the research findings. 
 
4.2. Expert participant sample 
Seven experts in OT home visiting and/or stroke rehabilitation were approached and all 
responded by e-mail to confirm whether they could take part in the research. One 
expert approached declined to participate stating they did not feel that they had 
enough recent experience of home visits to still be considered an expert. Therefore, six 
experts were interviewed after providing informed consent, four of whom were OTs, 
one a doctor and one a physiotherapist, by background.  
 
Three of the experts were practising clinicians and three were full time academics. Five 
of the experts had experience of undertaking stroke research, one that specifically 
related to pre-discharge home visits, and two had experience of undertaking home visit 
research with populations that were not stroke specific. Four of the experts worked in 
England, one in Scotland and one in Australia.  
 
4.3. Interview procedures 
The interviews took place at a time and location to suit the experts. Three were 
undertaken face-to-face, one over skype (video link) and two over the telephone. The 
duration of the interviews ranged from 15 minutes to 49 minutes, with a median of 32 
minutes. 
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The experts were able to answer all of the questions, although expert three stated they 
did not feel they could describe the content of current home visiting practice due to 
not working in a clinical setting in recent years. However, expert three did feel able to 
discuss their perception of the purpose and value of current pre-discharge home visit 
practice. The experts provided narrative on a diverse range of experiences and 
perceptions on this topic. 
  
4.4. The research findings 
4.4.1. Overview  
A thematic analysis was undertaken as described in chapter three, which inductively 
sought to identify the value of home visits after stroke as perceived by experts in the 
field.  
 
The experts highlighted a number of reasons as to why the home visit was of value to 
patients who have had a stroke, including: identification of home adaptations and/or 
equipment needs, supporting patients in adjusting to life after stroke, addressing 
relationship issues, enabling those patients with cognitive impairment to become 
familiar with their environment, promoting independence and minimising safety issues 
ŽŶĂƉĂƚŝĞŶƚ ?Ɛ return home. 
 
The findings indicate that the experts perceived that OT home visits enabled OTs to 
assess how a patient who has had a stroke would function within their own home 
environment, which for certain patients was perceived as a favourable assessment 
when compared to that of a hospital interview. The reasons for the home visit being a 
preferred option to a hospital assessment related to a number of different reasons, 
ŝŶĐůƵĚŝŶŐĂŵŽƌĞĂĐĐƵƌĂƚĞĂƐƐĞƐƐŵĞŶƚŽĨĂƉĂƚŝĞŶƚ ?ƐŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚĂŶĚƚŚĞ
ƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐ ? 
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Although the experts were in agreement about the value a home visit brings to a 
ƉĂƚŝĞŶƚ ?ƐĚŝƐĐŚĂƌŐĞ ?ƚŚĞƌĞǁĂƐĚisagreement about the cost-effectiveness of these 
visits, with some perceiving they were expensive and should be kept to a minimum, 
and others perceiving that they were not costly when compared to other interventions, 
and could be of value in preventing hospital re-admissions and falls.  
 
The findings suggest that there is a current trend towards completing home visits for 
the purpose of minimising risks to patients. However, this may not be for the value it 
has to offer to the patient, but to reduce fears that OTs have about patient safety. 
There was a concern by some of the experts that these visits should not be used 
routinely for risk management purposes and that cheaper alternative assessments 
could be used if this was the case. However, these alternatives were not reported to 
address the emotional and psychological aspects of returning home after stroke, which 
were also perceived to be of value to patients.  
 
The need to use resources effectively strongly influenced expertƐ ? perceptions of the 
value of home visits after stroke, and which patients the experts perceived should 
receive a home visit. dŚĞƉĂƚŝĞŶƚ ?ƐůĞǀĞůŽĨĚŝƐĂďŝůŝƚǇĂŶĚǁŚĞƚŚĞƌŽƌŶŽƚŚĞǇůŝǀĞĚ
alone were also perceived to influence home visit decisions. Those patients who had 
moderate to severe levels of disability were perceived to benefit more than those at 
the extreme ends of the spectrum i.e. those patients with mild or extremely severe 
levels of disability.  Patients who lived alone were also perceived to gain more value 
from having a home visit.  
 
Four themes developed in response to the research question: what is the value of pre-
discharge home visits for patients who have had a stroke. These themes were as 
follows: 
 
1. Person, function and environment fit   
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2. Managing risk at the cost of promoting independence 
3. Effective use of resources: Home visits of value to some patients more than 
others 
4. Patient control 
These will now be presented separately. 
 
4.4.2. The Themes 
4.4.2.1. Person, function and environment fit 
The experts reported home visits were completed with the aim of assessing how the 
person, their functional abilities ĂŶĚƚŚĞŝƌŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚĐŽƵůĚ ‘Ĩŝƚ ?ƚŽĞŶĂďůĞƚŚĞ
patient to return home after having a stroke.  When describing thiƐ ‘Ĩŝƚ ?ƚŚĞĞǆƉĞƌƚƐ
described the impact these three factors had ŽŶĞĂĐŚŽƚŚĞƌĂŶĚĂƉĂƚŝĞŶƚ ?ƐĂďŝůŝƚǇƚŽ
cope on their return home after stroke. The experts explained that functional 
difficulties may not be identified if a home visit prior to discharge was not completed, 
as the visit iĚĞŶƚŝĨŝĞƐŚŽǁĂƉĞƌƐŽŶ ?ƐĚŝƐĂďŝůŝƚǇĂĨƚĞƌƐƚƌŽŬĞĂĨĨĞĐƚƐƚŚĞŝƌƉĞƌĨŽƌŵĂŶĐĞ
within their own home environment and wider community: 
 
 “^ŽŝƚŐŽĞƐďĂĐŬƚŽƚŚĂƚKdƉƌŽĐĞƐƐŽĨƌĞĂůůǇŵĂƚĐŚŝŶŐƚŚĂƚƉĞƌƐŽŶ ?ƐƉĞƌĨŽƌŵĂŶĐĞ
skills, with the activity that they are doing at home, in the environment they are 
living in...So I think it's more a complex process thĂŶƉĞƌŚĂƉƐŝƚ ?ƐŐŝǀĞŶĐƌĞĚŝƚ
ĨŽƌ ?(Expert 5) 
 
The experts described assessments of function that they perceived OTs to use on a 
home visit: gaining access into the property, mobilising around their home, 
transferring, negotiating the stairs and completing kitchen tasks. The experts described 
how the home assessment differed from that of the hospital assessment as it provided 
ĂŵŽƌĞĂĐĐƵƌĂƚĞĂƐƐĞƐƐŵĞŶƚŽĨĂƉĂƚŝĞŶƚ ?Ɛ needs. The experts perceived that OTs 
focussed their assessment on the physical environment e.g. furniture heights, space 
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and access within the property, in order to determine whether the patient managed to 
perform ADL or whether home modifications were required: 
 
 “/ƚŚŝŶŬ ?ǇŽƵŬŶŽǁ ?ƚŚĞŵĂũŽƌŝƚǇŽĨƉĞŽƉůĞǁŝƚŚƐŝŐŶ ĨŝĐĂŶƚĚŝƐĂďŝůŝƚǇĂƌĞ
going to require some sort of environmental adaptations and that 
needs to be planned in advance of somebody going home and 
ƚŚĞƌĞĨŽƌĞƚŚĂƚ ?ƐƚŚĞƌĞƋƵŝƌĞŵĞŶƚĨŽƌƚŚĞŚŽŵĞǀŝƐŝƚ ?(Expert 5) 
 
 “dŚĞƉƵƌƉŽƐĞǁĂƐƚŽĂƐƐĞƐƐƉĞƌƐŽŶĞŶǀŝƌŽŶŵĞŶƚĨŝƚƌĞĂůůǇ ?ĂŶĚƚŽĂƐƐĞƐƐŝĨ
people were ready to deal with the home environment in terms of walking 
ŽŶĐĂƌƉĞƚŽƌŵĂŶĂŐŝŶŐŽďƐƚĂĐůĞƐƚŚĂƚƚŚĞǇĚŝĚŶ ?ƚĨĂĐĞŝŶŚŽƐƉŝƚĂů ?(Expert 
3) 
 
The experts described how, in recent years, there has been a shift towards patients 
having to wait for home modifications on their return home, hence the home visit may 
predict problems, but not be able to resolve them in time ĨŽƌĂƉĂƚŝĞŶƚ ?ƐĚŝƐĐŚĂƌŐĞ
home. 
  
 “/ƚ ?ƐŵŽre common now, that people would just have to manage say on the 
ground floor before their rails are put in and before things are set up at home.  
Whereas, you know, we used to be able to wait for people to have things 
installed but it's taking so long now ƚŚĂƚŽĨƚĞŶƚŚĂƚĚŽĞƐŶ ?ƚŚĂƉƉĞŶ ?(Expert 2) 
  
Patients may have to manage in an environment that does not meet their specific 
needs, in the short-term, on their discharge from hospital. However, as stated by the 
experts, the home visit could identify what was required and a referral could then be 
made sooner rather than later for longer term home modifications that were required. 
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The experts explained that they perceived home visits were not always valued in terms 
of identifying the impact of the patient ?s social environment e.g. family, friends and 
social networks or the impact of non-physical impairments, such as cognitive 
impairment. The experts perceived these elements to be of key value during a home 
visit in order to address the potential non-physical difficulties which a patient can face 
on their return home: 
 
 “/ƚŚŝŶŬƉĞŽƉůĞƵŶĚĞƌĞƐƚŝŵĂƚĞƚŚĞĐŽŐŶŝƚŝǀĞĂŶĚƉƐǇĐŚŽƐŽĐŝĂůŽƵƚĐŽŵĞƐŽĨƐƚƌŽŬĞ
and often those are things that may be highlighted by a home visit. I think 
people traditionally think of home visits to be more assessing of people with 
severe physical disabilities.  But actually problems come out to do with 
ƌĞůĂƚŝŽŶƐŚŝƉƐĂŶĚĐŽŐŶŝƚŝǀĞĨƵŶĐƚŝŽŶƐ ?(Expert 3) 
 
Although the physical environment was perceived to be the main focus of an OTs 
assessment on ĂŚŽŵĞǀŝƐŝƚ ?ƚŚĞĞǆƉĞƌƚƐĂůƐŽĨĞůƚƚŚĂƚĂƉĂƚŝĞŶƚ ?ƐƉĞƌƐŽŶĂů
circumstances, including the cognitive impact of stroke, and their social network, 
should be included in this assessment. This view falls in line with the World Health 
KƌŐĂŶŝƐĂƚŝŽŶ ?ƐŝŶƚĞƌŶĂƚŝŽnal classification of functioning, disability and health (ICF) 
 ?t,K ? ? ? ? ? ? ?ǁŚĞƌĞŝƚŝƐĂĐŬŶŽǁůĞĚŐĞĚƚŚĂƚĂƉĞƌƐŽŶ ?ƐĨƵŶĐƚŝŽŶŝŶŐĂŶĚĚŝƐability 
happen in context, therefore the ICF being inclusive of environmental factors. Hence, 
the home visit was perceived by the experts as a way of more accurately exploring the 
impact of cognitive and emotional impairments on ADL performance at home, as it was 
context specific. Interestingly a concern was raised about the underestimation of these 
outcomes of stroke, and the impact that ƚŚĞǇĐĂŶŚĂǀĞŽŶĂƉĂƚŝĞŶƚ ?ƐĂďŝůŝƚǇƚŽ return 
home. This may be because physical limitations post stroke tend to be obvious as they 
can be observed quite easily, however, psychological impacts of stroke can be less 
observable, particularly in the safe confines of a hospital ward, where patients tend to 
have a large proportion of activities completed for them. A potential difference 
between completing a home visit for someone who has had a stroke and other patient 
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populations, who do not experience psychological impairments i.e. cognition and mood 
related impairments, was evident. 
 
Completing a home visit for the purpose of identifying how a patient will manage ADL 
within their home environment was consistent with OT theoretical frameworks and 
ŵŽĚĞůƐŽĨƉƌĂĐƚŝĐĞ ?ƐƉĞĐŝĨŝĐĂůůǇƚŚĞ ‘WĞƌƐŽŶ-ŶǀŝƌŽŶŵĞŶƚKĐĐƵƉĂƚŝŽŶDŽĚĞů ? ?ƉƌŽƉŽƐĞĚ
by Law et al.  ? ? ? ? ? ? ?dŚŝƐŵŽĚĞůŝƐďĂƐĞĚŽŶƚŚĞƚŚĞŽƌǇƚŚĂƚĂƉĂƚŝĞŶƚ ?ƐŽĐĐƵƉĂƚŝŽŶĂů
performance is maximised when the overlap of these three elements is optimised. The 
key variable for the patient during the home visit was that they were being assessed in 
their home environment, which was where they usually completed ADL, as opposed to 
being assessed in a hospital environment, which was less familiar to them and did not 
pose the same environmental factors as those at home. However, interestingly, there 
were mixed views amongst the experts about the ability of a home visit to provide a 
ƌĞĂůŝƐƚŝĐƉŝĐƚƵƌĞŽĨĂƉĂƚŝĞŶƚ ?ƐĨƵŶĐƚŝŽŶĂůƉĞƌĨŽƌŵĂŶĐĞŽŶƚŚĞŝƌƌĞƚƵƌŶŚŽŵĞ P 
 
 “dŚĞǇŐet observed in a very artificial situation for an hour and then the 
occupational therapist makes a judgment on the basis of that as to whether 
ƐŽŵĞďŽĚǇ ?ƐŐŽŝŶŐƚŽďĞĂďůĞƚŽŵĂŶĂŐĞ ?ǇŽƵŬŶŽǁ ?ƐĂĨĞůǇŽƌŶŽƚ ?  And I think 
ƚŚĂƚƚŚĂƚŝƐƵŶƌĞĂůŝƐƚŝĐ ?(Expert 1) 
 
 “/ƚŚŝŶŬŝƚŐŝǀĞƐĂƌĞĂůŝƐƚŝĐĞƐƚŝŵĂƚĞŽĨƐŽŵĞďŽĚǇ ?ƐĂďŝůŝƚǇƚŽĐŽƉĞŝŶƚŚĞŝƌŽǁŶ
ĞŶǀŝƌŽŶŵĞŶƚ ?ŝƚŚŝŐŚůŝŐŚƚƐĂŶǇĂƌĞĂƐŽĨƌŝƐŬƚŚĂƚŚĂǀĞŶ ?ƚďĞĞŶŝĚĞŶƚŝĨŝĞĚ ? ? ?ĂŶĚŝƚ
ĂůƐŽŝĚĞŶƚŝĨŝĞƐĨƵƚƵƌĞŶĞĞĚ ?(Expert 5) 
 
When asked about comparing the hospital to the home environment in terms of being 
 ‘ƌĞĂůŝƐƚŝĐ ? ?ĞǆƉĞƌƚĨŝǀĞƐƚĂƚĞĚ P 
  
 “ĞĐĂƵƐĞƚŚĞŚŽƐƉŝƚĂůƉƌŽǀŝĚĞƐĂƐůŝŐŚƚůǇŵŽƌĞƐĞĐƵƌĞĞŶǀŝƌŽŶŵĞŶƚŝŶŵĂŶǇǁĂǇƐ
without any of the hazards of the home... The home environment can throw up a 
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huge amount of issues that juƐƚŚĂĚŶ ?ƚĞǀĞŶďĞĞŶĂŶƚŝĐŝƉĂƚĞĚ ?ĞĐĂƵƐĞŝƚĂůůŽǁƐ
ƵƐƚŽƐĞĞƚŚĞƉĞƌƐŽŶĂƐĂŶŝŶĚŝǀŝĚƵĂůƌĂƚŚĞƌƚŚĂŶũƵƐƚĂŶŽƚŚĞƌŚŽƐƉŝƚĂůƉƌŽĚƵĐƚ ?
(Expert 5) 
 
ƐĞĂĐŚƉĂƚŝĞŶƚ ?ƐŚŽŵĞŝƐĚŝĨĨĞƌĞŶƚĂŶĚƚŚƌŽǁƐƵƉĚŝĨĨĞƌĞŶƚƉƌŽďůĞŵƐ ?ŝƚǁĂƐƉĞƌĐĞŝǀĞĚ
ƚŚĂƚĂƉĂƚŝĞŶƚ ?ƐƉĞƌĨŽƌŵĂnce at home offers a more accurate reflection of how they will 
cope at home. However, for others, the home visit scenario was perceived to be 
contrived and not able to offer a true reflection of how a patient would perform on 
their return home. In part, this was perceived to be due to the short length of the visit, 
but there was also a concern that what a patient was expected to do in a short period 
of time was not a reflection of normality. These perspectives highlight conflict between 
what a home visit can offer ideally i.e. an accurate observation of ADL performance at 
home, and what is realistically perceived to happen by certain experts i.e. a short visit 
where patients are expected to perform numerous tasks under test conditions. With 
patient experiences also highlighting that the home visit experience can be anxiety 
provoking (Clarke and Dyer, 1998; Atwal et al., 2008b), occupational therapists must 
consider both the timing and content of home visits to ensure maximum potential 
benefit to patients. 
 
The experts described how home visits currently focus on risk management, therefore 
ƚŚĞƌŽůĞKdƐŚĂǀĞŝŶƉƌŽŵŽƚŝŶŐŝŶĚĞƉĞŶĚĞŶĐĞĂŶĚŝŵƉƌŽǀŝŶŐĂƉĂƚŝĞŶƚ ?ƐƋƵĂůŝƚǇŽĨůŝĨĞ
has become limited. This finding forms the second theme, which is now discussed. 
 
4.4.2.2. Managing risk at the cost of promoting independence  
The experts described how, in their experience, OTs used home visits as a method to 
observe potential risks a patient may face at home, with the aim of reducing hazards to 
the patient prior to them being discharged from hospital, in turn preventing the patient 
from coming to harm.  
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 “/ ?ǀĞƵƐĞĚƚŚĞŵďŽƚŚĂƐĂŶŝŶǀĞƐƚŝŐĂƚŝǀĞŵĞĂƐƵƌĞĂŶĚĂůƐŽĂƐĂƐĂĨĞƚǇĂŶĚ
risk assessment for patients, so it's something that has been part of 
ƌŽƵƚŝŶĞƉƌĂĐƚŝĐĞ ? (Expert 5) 
 
Although this was accepted as a valid reason for completing a pre-discharge home visit, 
in some cases concerns were raised about home visits being completed purely to assess 
risk.  
 
Two different reasons were provided for questioning the value of home visits in terms 
of risk management. As previously stated there was a perception that routine safety 
ĂƐƐĞƐƐŵĞŶƚƐĂƚƚŚĞŚŽŵĞƉƌŽǀŝĚĞĂŶƵŶƌĞĂůŝƐƚŝĐĂƐƐĞƐƐŵĞŶƚŽĨĂƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐ ? There 
was also a perception that home visits should be focusing less on risk management, 
ǁŚŝĐŚĐŽƵůĚďĞĂƐƐĞƐƐĞĚƵƐŝŶŐĂůƚĞƌŶĂƚŝǀĞŵĞƚŚŽĚƐ ?ĂŶĚŵŽƌĞŽŶĂƉĂƚŝĞŶƚ ?ƐĨƵŶĐƚŝŽŶĂů
independence and quality of life on their return home. Hence, the focus on risk 
management reduced the potential value of enabling independence in ADL. The value 
ŽĨĐŽŵƉůĞƚŝŶŐĂŚŽŵĞǀŝƐŝƚƚŽŝŵƉƌŽǀĞĂƉĂƚŝĞŶƚ ?ƐĨƵŶĐƚŝŽŶĂůŝŶĚĞƉĞŶĚĞŶĐĞĂŶĚƋƵĂůŝƚǇ
of life was therefore described as under emphasised and, for some, this was a 
ĨƌƵƐƚƌĂƚŝŽŶŽĨƚŽĚĂǇ ?ƐŚŽŵĞǀŝƐŝƚŝŶŐƉƌĂĐƚŝĐĞ ? 
 
 “/ƚŚŝŶŬŝŶƌĞĂůŝƚǇƚŚĞǇ ?ƌĞĚŽŶĞƚŽŵŝŶŝŵise risk, and to feed into the discharge 
process, whereas theoretically they should be used as a long-term strategy to 
ĨĂĐŝůŝƚĂƚĞƚŚĞƉĞƌƐŽŶƌĞŐĂŝŶŝŶŐƚŚĞŝƌŝŶĚĞƉĞŶĚĞŶĐĞ ?/ ƚŚŝŶŬƚŚĞǇ ?ƌĞƚǁŽǀĞƌǇ
ĚŝĨĨĞƌĞŶƚƚŚŝŶŐƐ ?(Expert 6) 
 
 “hŶƚŝů ŶŽƚ ƚŚĂƚ ůŽŶŐ ĂŐŽ ŚĞƌĞ ? you know, we had an occupational therapist 
service which was actually a discharge service rather than actually providing 
ĂŶǇƚŚŝŶŐ ƌĞĂůůǇ ŝŶ ƚŚĞ ǁĂǇ ŽĨ ƚŚĞƌĂƉǇ ? ŶĚ ǁĞ ?ǀĞ ŐŽƚ ƚŽ ƐǁŝƚĐŚ ƚŚĂƚ ďĂůĂŶĐĞ
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around from simply doing the mechanics of getting people home, to actually 
providing some genuine ƚŚĞƌĂƉǇ ?(Expert 1) 
 
The experts reported that OTs can find the management of risk difficult when assessing 
ĂƉĂƚŝĞŶƚ ?ƐĂďŝůŝƚǇƚŽƌĞƚƵƌŶŚŽŵĞ ?ǁŚŝĐŚǁĂƐĂĐŽŶĐĞƌŶ ?ĂƐŝƚǁĂƐƉĞƌĐĞŝǀĞĚƚŽŝŶĨůƵĞŶĐĞ
decisions about a ƉĂƚŝĞŶƚ ?ƐĚŝƐĐŚĂƌŐĞĚĞƐƚŝŶĂƚŝŽŶ ?ĂŶŽǀĞƌ-provision of unwanted 
equipment, and an increased number of unnecessary home visits being completed. The 
ǀĂůƵĞŽĨƚŚĞǀŝƐŝƚǁĂƐƉĞƌĐĞŝǀĞĚƚŽďĞŵŽƌĞƚŽĂůůĞǀŝĂƚĞKdƐ ?ĨĞĂƌƐŽĨƌŝƐŬ ?ĂƐŽƉƉŽƐĞĚƚŽ
enhancing the patieŶƚ ?ƐĞǆƉĞƌŝĞŶĐĞŽĨƌĞƚƵƌŶŝŶŐŚŽŵĞ P 
  
 “dŚĞƌĞĂƌĞ ?ǇŽƵŬŶŽǁ ?ĂůŽƚŽĨKdƐƚŚĂƚ/ ?ǀĞǁŽƌŬĞĚǁŝƚŚŽǀĞƌƚŚĞǇĞĂƌƐǁŚŽ
have been incredibly anxious and terribly cautious and, if they had their way, 
would keep people in hospital, you know, two or three times as long as probably 
ŝƐ ?ǇŽƵŬŶŽǁ ?/ǁŽƵůĚĐŽŶƐŝĚĞƌŶĞĐĞƐƐĂƌǇ ?(Expert 1) 
 “I think people [OTs] ƚĞŶĚƚŽƌƵƐŚĞǀĞƌǇƚŚŝŶŐďĞĐĂƵƐĞƚŚĞǇ ?ƌĞƚŽŽƐĐĂƌĞĚŽĨƚŚĞ
ƌŝƐŬĞůĞŵĞŶƚƐ ?ƚŚĂƚƚŚĞǇĨĞĞůŝĨŝƚ ?Ɛ [equipment] ŶŽƚƚŚĞƌĞƚŚĞǇ ?ƌĞŐŽŝŶŐƚŽĨĂůů
ŽǀĞƌŽƌƐŽŵĞƚŚŝŶŐ ?ƐŐŽŝŶŐ ƚŽŚĂƉƉĞŶ ?ƚŚĂƚƚŚĞǇ ?ƌĞĂďĂĚKdŽƌƐŽŵĞƚŚŝŶŐ ? 
(Expert 6) 
Previous research supports the view that home visit practice focused less on 
community re-integration/participation and more on patient safety (Clarke and Dyer, 
1998; Nygard et al., 2004; Barras et al., 2010). In an Australian study, OTs readily 
differentiated between the core non-negotiable home visit criteria related to a safe 
transition from hospital to home and the ideal world criteria relating to a patients 
participation in their broader community (Barras et al., 2010). Bore (1994) also found 
ƚŚĂƚƚŽƉŝĐƐĂĚĚƌĞƐƐĞĚŽŶĂŚŽŵĞǀŝƐŝƚǁŚŝĐŚǁĞƌĞůŝŬĞůǇƚŽŝŵƉĂĐƚŽŶĂƉĂƚŝĞŶƚ ?ƐƋƵĂůŝƚǇ
of life, such as finances and social isolation, were more valuable to patients than OTs. 
dŚŝƐŵĂǇƌĞĨůĞĐƚƚŚĞKdƐ ?ĨŽcus on safety at the point of discharge as opposed to the 
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ƌĞŐĂŝŶŝŶŐŽĨŝŶĚĞƉĞŶĚĞŶĐĞĂĨƚĞƌƐƚƌŽŬĞ ?,ŽǁĞǀĞƌ ?ŚĂǀŝŶŐƚŚĞĨŝŶĂŶĐĞƐƚŽƐƵƉƉŽƌƚŽŶĞ ?Ɛ
ƐĞůĨ ?ĂŶĚŶŽƚďĞŝŶŐƐŽĐŝĂůůǇŝƐŽůĂƚĞĚĐŽƵůĚ ?ŶĞǀĞƌƚŚĞůĞƐƐ ?ƉŽƐĞĞƋƵĂůƌŝƐŬƐŽŶĂƉĂƚŝĞŶƚ ?Ɛ
quality of life and ability to manage at home following discharge from hospital.  
 
In view of the increased risk of falls for patients who have had a stroke (Jørgensen et 
al., 2002) a focus on safety was understandable. Indeed Nyberg and Gustafson (1995), 
who investigated falls after stroke, reported that, due to the frequency of falls 
encountered after stroke, falls prevention should be included in stroke rehabilitation. 
Investigations into the effectiveness of home visits in preventing falls are however 
limited to small studies, which have not shown home visits to be more effective in 
preventing falls, when compared to normal hospital care (Pardessus, 2002). Further 
investigation into the effect home visits have in preventing falls after stroke is required 
in order to establish the value of home visits for this purpose.  
  
ŶKd ?ƐĂďŝůŝƚǇƚŽƌĞĂƐŽŶĐůŝŶŝĐĂůůǇĂŶĚŵĂŶĂŐĞƌŝƐŬƐĞĨĨĞĐƚŝǀĞůǇĨŽƌŵƐƉĂƌƚŽĨƚŚĞŝƌĚƵƚǇ
of care for patients when taking the necessary steps to ensure patient safety at home. 
What becomes a concern is when ŚŽŵĞǀŝƐŝƚƐĂƌĞďĞŝŶŐĐŽŵƉůĞƚĞĚƚŽ ‘ĐŚĞĐŬ ?ƉĂƚŝĞŶƚ
safety when there are limited clinical grounds to indicate the value of the home visit for 
the patient. As the literature indicates, the development of risk management and 
clinical reasoning skills is likely to be more limited for junior OTs when compared to 
more experienced therapists (Reich et al., 1998; Mitchell and Unsworth, 2005). 
Guidance from more experienced OTs will support in this process, but ultimately, 
clinical guidelines are required to support all therapists.  
 
4.4.2.3. Effective use of resources: Home visits of value to some patients more than 
others? 
The experts did not consider that home visits were required for all patients returning 
home after stroke. This was not necessarily due to a lack of value to the patient, but 
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was influenced by the desire to use resources effectively and therefore a perception 
ƚŚĂƚŚŽŵĞǀŝƐŝƚƐƐŚŽƵůĚŽŶůǇďĞĐŽŵƉůĞƚĞĚǁŝƚŚƉĂƚŝĞŶƚƐǁŚŽ ‘ŶĞĞĚ ?ĂǀŝƐŝƚ ? 
 
 “dŚĞƌĞƐĞĞŵƐƚŽďĞůĞƐƐŚŽŵĞǀŝƐŝƚƐďĞĐĂƵƐĞƉĞŽƉůĞĂƌĞ ?ƚŚĞǇ ?ƌe costly and 
they're difficult to organise and they're time consuming and if people are only in 
ŚŽƐƉŝƚĂůĨŽƌƐƵĐŚĂƐŚŽƌƚƚŝŵĞ ?ƚĂŬŝŶŐŚĂůĨĂĚĂǇŽƵƚƚŽĚŽĂŚŽŵĞǀŝƐŝƚ ?ŝƚ ?ƐƋƵŝƚĞ
ĂůŽŶŐƚŝŵĞ ?(Expert 4) 
 
Although the experts generally perceived home visits as expensive, they had differing 
opinions on the cost-effectiveness of pre-discharge home visits, with some believing 
that they were cost-effective and others feeling that they should be kept to a minimum 
due to their expense: 
 
 “dŚĞǇ ?ƌĞĞǆƚƌĂŽƌĚŝŶĂƌŝůǇexpensive in terms of time and resource and I think we 
should be keeping them to the minimum really because we all have limited 
ŽĐĐƵƉĂƚŝŽŶĂůƚŚĞƌĂƉǇƚŝŵĞ ?(Expert 1)  
 
/ƚ ?ƐŵǇŽǁŶƉĞƌƐŽŶĂůƚŚŝŶŐ ?ƚŚĂƚƚŚĞǇdo not cost a lot, compared to a lot of 
other interǀĞŶƚŝŽŶƐ ?ŝĨƚŚĞǇƚŚĞŶĂƌĞƌĞĚƵĐŝŶŐƚŚĞŚŽƐƉŝƚĂůƐƚĂǇďǇĞǀĞŶŽŶĞŽƌ
two nights... OT time isn't that expensive compared ? to a lot of other 
ŝŶƚĞƌǀĞŶƚŝŽŶƐ ?ƚŚĂƚŐŽŽŶŝŶŚŽƐƉŝƚĂů ?(Expert 4) 
The experts described characteristics of those patients whom they believed it would be 
of more value to complete a pre-discharge home visit with or whether alternative 
methods of assessment could be used. Reasoning provided as to when home visits 
ǁĞƌĞƌĞƋƵŝƌĞĚǁĂƐďĂƐĞĚŽŶƚŚĞůĞǀĞůŽĨĂƉĂƚŝĞŶƚ ?ƐĚŝƐĂďŝůŝƚǇ ?ďŽƚŚƉŚǇƐŝĐĂl and 
cognitive), the level of patient frailty and if they lived alone: 
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 “WƌŽďĂďůǇƚŚŽƐĞĂƌĞĂƚƚŚĞĞǆƚƌĞŵĞƌĂŶŐĞƐ ?ƚŚŽƐĞǁŚŽĂƌĞŽďǀŝŽƵƐůǇĐŽƉŝŶŐ
ƋƵŝƚĞǁĞůů ?/ƚǁŽƵůĚŶ ?ƚďĞĂŶĞĨĨĞĐƚŝǀĞƵƐĞŽĨƌĞƐŽƵƌĐĞƐƚŽĚŽĂŚŽŵĞǀŝƐŝƚ ?ĂŶĚ
those people with very severe complex problems that obviously mean that they 
ǁŽƵůĚŶ ?ƚĐŽƉĞǁŝƚŚƚŚĞĞŶǀŝƌŽŶŵĞŶƚƚŚĂƚǇŽƵƵŶĚĞƌƐƚĂŶĚƚŚĞǇůŝǀĞŝŶ ?ĂŶĚŝŶ
that situation an access visit is entirely appropriate. Because you know, the 
actual organising and effort involved in taking someone with very complex 
ƉƌŽďůĞŵƐŚŽŵĞŝƐƵŶŶĞĐĞƐƐĂƌǇ ?(Expert 5) 
 
 “dalking to them [OTs] is that they choose people they think are vulnerable. 
They choose people who are frailer. dŚĞǇĐŚŽŽƐĞƉĞŽƉůĞǁŚŽŵŝŐŚƚ ? have need 
for long term rehabilitation goals. So people who you know, who maybe are at 
risk of falling or at ƌŝƐŬŽĨŶĞŐůĞĐƚ ?(Expert 4) 
 
 “I mean mostly the home visits are conducted  here in ***( name of place) for 
people who have ƉŚǇƐŝĐĂůĐŚĂŶŐĞƐĂĨƚĞƌƚŚĞŝƌƐƚƌŽŬĞƐŽĨŽƌĞǆĂŵƉůĞƐŽŵĞďŽĚǇ ?Ɛ
whose mobility is  very different ?ƚo what they were like on admission. .. Also 
they've got, if there's some concerns around their organisational ability, they 
wouůĚƉƌŽďĂďůǇďĞƚŚĞŬĞǇĐƌŝƚĞƌŝĂ ? (Expert 2) 
 
For those patients where a home visit was not deemed essential, alternative, less 
costly, methods of home assessment were suggested. These were usually proposed 
when the experts were talking about the assessment of the home in relation to physical 
disability, as opposed to addressing the emotional and/or psychological impacts of a 
stroke. Alternative methods included access visits, using in-reach services to support 
the discharge planning process, relatives obtaining measurements and the use of 
technology such as cameras and video-recorders to record observations of the home: 
  
 “/ƚŚŝŶŬƚŚĞƌĞ ?ƐĂŶĂǁĨƵůůŽƚŽĨŝŶĨŽƌŵĂƚŝŽŶƚŚĂƚǁĞĐŽƵůĚŐĞƚĂďŽƵƚƉĞŽƉůĞ ?Ɛ
home environments from relatives, friends, people who can use a tape 
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ŵĞĂƐƵƌĞ ?/ƚŚŝŶŬĂĐĐĞƐƐǀŝƐŝƚƐŝƐŽŶĞŽƉƚŝŽŶ ?/ƚŚŝŶŬƚŚĂƚƐŽŵĞŽŶĞǁŝƚŚĂ
reasonable bit of common-sense can probably provide that sort of level of 
information.  /ƚŚŝŶŬƚŚĂƚƚŚĞƌĞ ?Ɛ ?ǁŝƚŚŵŽĚĞƌŶƚĞĐŚŶŽůŽŐǇŝŶƚĞƌŵƐŽĨǀŝĚĞŽĂŶĚ
ĚŝŐŝƚĂůĐĂŵĞƌĂƐ ?ŐĞƚƚŝŶŐĨĂŵŝůǇŵĞŵďĞƌũƵƐƚƚŽƚĂŬĞƉŝĐƚƵƌĞƐŽĨƚŚĞĨůĂƚ ?ŵŝŐŚƚ
ƉƌŽǀŝĚĞĞŶŽƵŐŚŝŶĨŽƌŵĂƚŝŽŶ ?(Expert 1) 
  
 “dŚe other thing that I think might be something that is going to start happening 
is the in-reach where the services from the community are going to start coming 
more into the hospital... and so if then the person is discharged without a home 
visit that membeƌŽĨƐƚĂĨĨĐĂŶŐŽĂŶĚǀŝƐŝƚƚŚĞŵŝŵŵĞĚŝĂƚĞůǇ ?ƚŚĞŶĞǆƚĚĂǇ ?Žƌ
ƚŚĞĚĂǇĂĨƚĞƌ ?ĂŶĚĐŚĞĐŬƚŚĞŵŽƵƚĂŶĚƚŚĂƚ/ƚŚŝŶŬƚŚĞŶŵĂŬĞƐƉĞŽƉůĞƚŚŝŶŬ ?
ƌŝŐŚƚ/ ?ůůďĞŚŽŵĞƚǁĞŶƚǇĨŽƵƌŚŽƵƌƐďƵƚƐŽŵĞďŽĚǇǁŝůůďĞĐŽŵŝŶŐƚŽƐĞĞŵĞ ? ?
you might not need a home visit...in that ƐŝƚƵĂƚŝŽŶ ?(Expert 4) 
 
It was reflected that, in previous times, more than one home visit may have been 
completed as part of a graded discharge. This was particularly true for those patients 
with cognitive impairment, to assist them in coming to terms with life after stroke and 
supporting them to re-integrate into their community. This was seen as a positive part 
ŽĨĂƉĂƚŝĞŶƚ ?ƐƌĞŚĂďŝůŝƚĂƚŝŽŶĂƐŝƚĂůůŽǁĞĚƚŚĞƉĂƚŝĞŶƚƚŽƌĞƚƵƌŶŚŽŵĞĂŶĚĨĞĞůƌĞĂĚǇĂŶĚ
supported, following therapy, to overcome their difficulties. However, it was reflected 
that multiple home visits no longer take place, which was associated with the pressure 
on OTs ? time: 
 “zŽƵŶĞĞĚƚŽƚĂŬĞƚŚĞŵ ?ƉĂƚŝĞŶƚƐǁŚŽŚĂǀĞĐŽŐŶŝƚŝǀĞŝŵƉĂŝƌŵĞŶƚ ?ŚŽŵĞƚǁŽ ?
three, four or five times to give people the benefit of the doubt, in the olden days 
ĂŶKdĂƐƐŝƐƚĂŶƚǁŽƵůĚƚĂŬĞƚŚĞŵŚŽŵĞĞǀĞƌǇĚĂǇ ?ĂŶĚƚŚĂƚ ?ƐƚŚĞŽŶůǇǁĂǇĨŽƌ
ƚŚĞŵƚŽƌĞŵĞŵďĞƌǁŚĂƚŚŽŵĞ ?ƐůŝŬĞĂŶĚǁŚĞƌĞƚŚŝŶŐƐĂƌĞĂŶĚŐĞƚƚŚĞŵƐĞƚƚůĞĚ
ƌĞĂĚǇĨŽƌĚŝƐĐŚĂƌŐĞ ?ǁŚĞƌĞĂƐƚŚĂƚĚŽĞƐŶ ?ƚŚĂƉƉĞŶĂŶǇŵŽƌĞ ?ƚŚĞǇ ?ƌĞŶŽƚ
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ƌĞƐĞƚƚůĞĚďĂĐŬŝŶ ? ? ?ďƵƚŝŶƚŚĞůŽŶŐƌƵŶ ?/ ?ŵƐƵƌĞŝĨƚŚ ǇĚŝĚƚŚĂƚŝƚǁŽƵůĚƐĂǀĞ
ƚŚĞŵŵŽŶĞǇ ?(Expert 6) 
 
There was a perception that home visit practice has changed over the last 20 years, 
with fewer home visits being completed at present due to their perceived cost and the 
length of time they take. This is not to say that the experts did not perceive home visits 
to be of value to patients, but when making home visit decisions, in view of a lack of 
evidence and their perceived cost, there was a perception that they should be used 
judiciously and with those patients for whom it was believed to have the most value.  
 
If the NHS does not use its resources effectively, money is wasted on interventions that 
ĚŽŶŽƚŵĂŬĞĂĚŝĨĨĞƌĞŶĐĞƚŽĂƉĂƚŝĞŶƚ ?ƐŽƵƚĐŽŵĞƐĂŶĚĐŽuld be better spent on 
evidenced based interventions. What is problematic with home visits is that there has 
been limited research into their actual cost effectiveness (Barras, 2005), or the value 
that they provide to patients who have had a stroke (Chibnall, 2011). This makes it 
difficult for clinicians to formulate evidenced based decisions about how to use the 
resources they have effectively. 
 
Drummond et al. (2013) took steps to address this by reporting the cost of pre-
discharge home visits in the HOVIS feasibility RCT. Perhaps not unsurprisingly the cost 
of a home visit when compared to a hospital interview was on average £133 more, with 
the mean cost of a home visit being £208 and the mean cost of a hospital interview 
being £75. However, more trial data is required to indicate the actual cost-effectiveness 
of this intervention.  
 
What was of key interest from the expert findings was that when discussing the value 
of home visits for patients who have had a stroke, they were very much aware of the 
time and cost of these visits and this influenced their beliefs about who should receive 
a visit. Although the home visit was perceived to have a number of benefits to the 
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patient, the experts considered the necessity of a home visit and in doing so 
highlighted the characteristics of those patients for whom they felt the home visit 
would be of most value. Further investigation into the perceptions of those patients 
with the identified characteristics would provide the patient perspective about the 
perceived value of these visits. 
 
4.4.2.4. Patient control  
An area that the experts felt required closer attention was the value the home visit 
could offer patients in taking control over their rehabilitation and managing the impact 
of their stroke. It was perceived that the home visit could provide a patient with an 
insight into their difficulties on their return home and time to discuss this. The experts 
believed that giving patients, time to discuss their choices, and how they would cope at 
home, enabled them to take control over their future rehabilitation needs and, in doing 
so, helped them to manage their life after stroke. There was a belief that the home 
environment was the best place to have discussions about patient preferences:  
 
 “/ƚŚŝŶŬƉĞƌƐŽŶĂůůǇƚŚĂƚŝƚ ?ƐĂ ƌĞĂůůǇŐŽŽĚǁĂǇŽĨƉĞŽƉůĞŐĞƚƚŝŶŐƚŝŵĞ ?ƚŽĂůŵŽƐƚ
self-manage. The emphasis is more on them having the chance to see what they 
ŶĞĞĚƚŽůŝǀĞĂƚŚŽŵĞ ?ƐŽƉƉŽƐĞĚƚŽƚǁĞŶƚǇǇĞĂƌƐĂŐŽŝƚǁŽƵůĚŚĂǀĞďĞĞŶƵƐ
ƐĂǇŝŶŐǇŽƵŶĞĞĚƚŚŝƐƚŽůŝǀĞĂƚŚŽŵĞ ?/ƚŚŝŶŬŝƚ ?ƐŶŽǁŵore like, we're taking you, 
we'll put support in but we need, you know for you to, to think about the goals 
you want to do to get home and you know, you're going to do it and how you're 
going to self-manage ǇŽƵƌƐĞůĨǁŚĞŶǇŽƵ ?ƌĞĂƚŚŽŵĞ ?(Expert 4) 
  
 “/ƚŚŝnk there is potentially a role sometimes to take patients like that 
ƚŽƚŚĞŝƌŽǁŶŚŽŵĞƐƚŽƌĞŵŝŶĚƚŚĞŵǁŚĂƚ ?ƐƚŚĞƌĞ ?ƚŽƐŚŽǁƚŚĞŵƚŚĂƚ
ĂĐƚƵĂůůǇ ƚŚĞ ĨĂĐƚ ƚŚĂƚ ƚŚĞǇ ?ƌĞĚŝƐĂďůĞĚ ŝŶŚŽƐƉŝƚĂůŵĞĂŶƐ ƚŚĂƚ ƚŚĞǇ ?ƌĞ
still disabled when they get home, and that can be quite a useful 
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educational thing for the patients themselves and perhaps give them 
greater insight and understanding about what choices they really have 
ǁŚĞŶŝƚĐŽŵĞƐƚŽƉůĂŶŶŝŶŐĨŽƌƚŚĞĨƵƚƵƌĞ ? (Expert 1) 
  
 “WĞŽƉůĞǁŚŽŚĂǀĞŐŽƚ ?ĂĐŽŵƉůĞǆƉƌŽďůĞŵĨŽůůŽǁŝŶŐĂ ƚ^ƌŽŬĞ ?ƚŚĞĨĂĐŝůŝƚĂƚŝŽŶ
ŽĨƚŚĂƚĚŝƐĐƵƐƐŝŽŶŝƐůŝĨĞĐŚĂŶŐŝŶŐ ?ĞǀĞŶƚŚĂƚĚŝƐĐƵƐƐŝŽŶĂďŽƵƚŚŽǁƚŚĞǇ ?ůů
ĐŽƉĞ ?^Ž/ think the skill there is being able to have that conversation based 
around that skill that OTs have in understanding when somebody's capacity 
matches their  ĞŶǀŝƌŽŶŵĞŶƚ ?(Expert 5) 
 
There was a perception that home visits should enable patients to make choices about 
what is important to them and their future needs. It was reported that by enabling 
patients to assist in the discharge planning process, they were facilitated to self-
manage their life after stroke: 
 
 “WĞŽƉůĞƐŚŽƵůĚďĞŐŝǀĞŶŵŽƌĞŽĨĂĐŚĂŶĐĞƚŽƉůĂŶƚŚĞŝƌŽǁŶĚŝƐĐŚĂƌŐĞĂŶĚƚŚĞŝƌ
ŽǁŶƚƌĂŶƐĨĞƌĞŶĐĞŝŶƚŽƚŚĞĐŽŵŵƵŶŝƚǇ ?ŽƐǁŚĞŶƚŚĞǇŐĞƚŝŶƚŽƚŚĞĐŽŵŵƵŶŝƚǇ
they have to self-manage almost thĞǁŚŽůĞŽĨƚŚĞŝƌĐŽŶĚŝƚŝŽŶ ? (Expert 4) 
 
 “tĞůů/ƚŚŝŶŬŝƚĞŶĂďůĞƐƚŚĞŵƚŽŵĂŬĞĂŶŝŶĨŽƌŵĞĚĚĞĐŝƐŝŽŶǁŚŝĐŚŝƐǁŚĂƚƚŚĞ
ŚŽŵĞǀŝƐŝƚƐŚŽƵůĚĞŶĂďůĞƚŚĞŵƚŽĚŽ ?^Žŝƚ ?Ɛ ?ŝƚ ?ƐĞŶĂďůŝ ŐƚŚĞŵƚŽƐƚĂƚĞƚŚĞŝƌ
ƉƌĞĨĞƌĞŶĐĞƐ ?(Expert 6) 
 “ŶĚǁŚĞŶǇŽƵƐĂǇƉƌĞĨĞƌĞŶĐĞƐĚŽǇŽu mean about what, what goals they want 
ƚŽĂĐŚŝĞǀĞ ?ŚŽǁƚŚĞǇǁĂŶƚƚŽĨƵŶĐƚŝŽŶ ? ?(Interviewer) 
 “dŚĞŝƌŐŽĂůƐ ?ƚŚĞŝƌŽƉƚŝŽŶƐ ?ƚŚĞŝƌƚƌĞĂƚŵĞŶƚŽƉƚŝŽŶƐ ?ǁŚĂƚƚŚĞǇǁĂŶƚƚŽǁŽƌŬ ?
ĂďƐŽůƵƚĞůǇ ?ŝƚ ?ƐƚŚĞŝƌƉƌĞĨĞƌĞŶĐĞ ?ǁŚĞƌĞƚŚĞǇǁĂŶƚŝƚƚŽƚĂŬĞƉůĂĐĞĞǀĞŶĂŶĚ/
think ŚŽŵĞŝƐƚŚĞďĞƐƚƉůĂĐĞƚŽĚŝƐĐƵƐƐƚŚŽƐĞƚŚŝŶŐƐƉƌŽƉĞƌůǇ ? ?Expert 6)  
 “KŬĂǇ ?ǁŚĂƚĚŽǇŽƵƚŚŝŶŬƐ ?ĚŝĨĨĞƌĞŶƚĂďŽƵƚŚŽŵĞĂƐŽƉƉŽƐĞĚƚŽĚŝƐĐƵƐƐŝŶŐƚŚĞƐĞ
ƚŚŝŶŐƐŝŶĂŚŽƐƉŝƚĂůĞŶǀŝƌŽŶŵĞŶƚ ? ?(Interviewer) 
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 “tĞůů/ƚŚŝŶŬŝƚŐŽĞƐďĂĐŬƚŽƚŚĞƌĞĐĞŶƚůŝƚĞƌĂƚƵƌĞŶŽǁĂƌŽund the meaning of 
ŚŽŵĞĂŶĚ/ƚŚŝŶŬŝƚ ?ƐŝŵƉŽƌƚĂŶƚƚŽŐŽďĂĐŬƚŽƚŚĂƚůŝƚĞƌĂƚƵƌĞ ?/ƚŚŝŶŬǁŚĂƚ ?Ɛ
ĐŽŵŝŶŐƚŚƌŽƵŐŚŝƐƚŚĂƚƵŶůĞƐƐǇŽƵƵŶĚĞƌƐƚĂŶĚǁŚĂƚ ?ƐĚƌŝǀŝŶŐƚŚĂƚƉĞƌƐŽŶƚŽŐŽ
home, then the goals are, then you have, it gives you an understanding of what 
thĞŝƌŐŽĂůƐĂƌĞ ?ĂŶĚǁĞĚŽŶ ?ƚ ?ǁĞĂƐŬƚŚĞŵǁŚĞƌĞ ?ƐǇŽƵƌďĞĚ ?ǁŚĞƌĞ ?ƐǇŽƵƌ
ĐŚĂŝƌ ?tĞĚŽŶ ?ƚĂĐƚƵĂůůǇĂƐŬƚŚĞŵǁŚĂƚŝƐŝƚƚŚĂƚŝƐŽŝŵƉŽƌƚĂŶƚƚŽǇŽƵ ?(Expert 
6) 
  
The concern that patients were not being asked their preferences on a home visit is 
relevant to the wider political agenda, with the government striving to provide an NHS 
that offers informed choices about the services available to patients (Department of 
Health, 2006). OTs therefore need to be clear to their patients about when and why 
they wish to complete a home visit and include them in this process.  
 
The term self-management was used by the experts when talking more generally about 
the discharge planning process and reflects a move towards therapists enabling 
patients to take control over the management of their condition. This has been 
highlighted in The National Stroke Strategy (Department of Health, 2007) with an 
emphasis on patients being more involved in decision making processes and the 
management and recovery after stroke.  
 
With the financial burden stroke has on the NHS and the wider economy, the NHS can 
no longer continue to provide the service it once did, which is reflected in the reported 
change in home visiting practice. Patients may have once relied on therapists to take 
the lead in their rehabilitation but are now being encouraged to take more of an active 
role in managing their life after stroke. It was perceived that, in view of patients having 
to cope with the effects of their stroke in the long-term, therapists should be enabling 
patients to manage their condition at the discharge stage and it was believed that the 
home visit could be of value in achieving this. 
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Along with the positive effects of home visits, the experts articulated negative 
outcomes of OT home visits for patients in terms of patient anxieties. The main 
perceived reason as to why a home visit could cause patient anxiety was its being a 
 ‘ƚĞƐƚ ?ƐŝƚƵĂƚŝŽŶĂŶĚƉĂƚŝĞŶƚƐĨĞĞůŝŶŐƵŶĚĞƌƉƌĞƐƐƵƌĞĂƐƚŚĞǇďĞůŝĞǀĞƚŚĞŽƵƚĐŽŵĞŽĨƚŚĞ
visit could impact on their ability to return home. This links with a lack of patient 
ĐŽŶƚƌŽůŽǀĞƌƚŚĞŝƌĨƵƚƵƌĞĂŶĚƚŚĞƉĂƚŝĞŶƚĚĞĞŵŝŶŐƚŚĂƚƚŚĞǇŵƵƐƚ ‘ƉĂƐƐ ?ƚŚĞŚŽŵĞǀŝƐŝƚ
if they are to return home. This was of interest when considering whether a patient 
would choose to have a home visit, and also in terms of the information provided to 
patients prior to the home visit: 
  
 “Well I think people can actually find them quite distressing, particularly when 
ƚŚĞǇŬŶŽǁƚŚĞǇĐĂŶ ?ƚĚŽĐĞƌƚĂŝŶƚŚŝŶŐƐ ?ĂŶĚƚŚĞǇŬŶŽǁŝƚ ?ƐĂƚĞƐƚĂŶĚƚŚĞǇŬŶŽǁ
the important decisŝŽŶƐĂƌĞŐŽŝŶŐƚŽďĞŵĂĚĞ ? (Expert 6) 
 
 “As for the patients, I don't know.  I think some of them found the home visit 
ƋƵŝƚĞƐƚƌĞƐƐĨƵů ?ŝŶƚŚĂƚƚŚĞǇǁĞƌĞƉĂŶŝĐŬŝŶŐƚŚĂƚƚŚĞǇǁĞƌĞŶ ?ƚŐŽŝŶŐƚŽŵanage 
ĂŶĚ ?ǁĞƌĞŶ ?ƚŐŽŝŶŐƚŽĐŽƉĞ ? (Expert 4) 
  
Expert 4 did however go on to state that in their experience patients have reflected 
that even a stressful home visit gives them time to adjust: 
  
 “ ?ďƵƚ/ƚŚŝŶŬ  then, in the month later, when they're actually at home I think 
they probably look back and well, you know, maybe only one or two people have 
ƐĂŝĚ ?ƚŚĂƚƚŚĞǇ ?ǀĞůŽŽŬĞĚďĂĐŬĂŶĚƐĂǇǇŽƵŬŶŽǁ ?ǁĞŚĂĚƚŚat time to get ready 
ĨŽƌŝƚ ?(Expert 4). 
  
The expertƐ ? perception that some patients experienced anxiety as a result of having a 
home visit is supported in the literature (Clarke and Dyer, 1998; Atwal et al., 2008b). 
This is of particular interest as home visits are generally considered as assisting patients 
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ŝŶƚŚĞ ‘ƐŵŽŽƚŚ ?ƚƌĂŶƐŝƚŝŽŶĨƌŽŵŚŽƐƉŝƚĂůƚŽŚŽŵĞ ?ĂƌƌĂƐ ? ? ? ? ? ? ?ŽŶƐŝĚĞƌŝŶŐƚŚĞ
debilitating impact a stroke can have, it could be argued that, although daunting, a 
home visit prepares the patient for the inevitable change in life on returning home 
after stroke.  
 
However, therapists should aim to reduce any stress a home visit may cause. This could 
be achieved by enabling the patient to have a more active role and providing education 
about the process. Atwal et al. (2011) argues that good information exchange between 
the patient, OT, carer and other agencies can assist in reducing these anxieties for 
patients. Providing information prior to, during and after the visit, and involving the 
patient in what they wish to achieve based on their concerns, is likely to go some way 
to reducing anxieties about home visits after stroke.  
  
4.4.3. Summary  
The experts perceived that home visits enabled patients who have had a stroke to 
ĂĚũƵƐƚƚŽůŝĨĞĂĨƚĞƌƐƚƌŽŬĞĂŶĚǁĞƌĞĂǀĂůƵĂďůĞƉĂƌƚŽĨĂƉĂƚŝĞŶƚ ?ƐƌĞŚĂďŝůŝƚĂƚŝŽŶ ?,ŽŵĞ
visits were perceived to provide a better insight into how a patient will perform ADL 
within their home environment and in turn prepared patients more effectively for their 
ƌĞƚƵƌŶŚŽŵĞ ?,ŽǁĞǀĞƌ ?ŚŽǁƌĞĂůŝƐƚŝĐƚŚŝƐǁĂƐĚƵƌŝŶŐĂ ‘ƐŚŽƌƚ ?ǀŝƐŝƚŚŽŵĞǁĂƐ
questioned.  
  
The main focus of current home visiting practice was perceived to be prevention of 
risks by resolving safety hazards where possible, for example, an injury through falling. 
However, differing opinions were expressed about the value of home visits for this 
purpose, and there was a concern about routinely completing home visits to assess and 
manage risks.   
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It was also perceived that not all patients required a home visit and, when considering 
the available resources,  in terms of OT time and providing cost-effective services, the 
use of alternative less costly methods of assessment were described by the experts. 
However, these alternative methods did not address the value for the patient in terms 
of self-management and patient preferences, which were also identified as potential 
values to the patient when receiving a home visit.  
 
Investigations in to the value of having a home visit, for each of the different purposes 
identified, i.e. risk management, independence in ADL, adjustment to life after stroke, 
ŝŵƉƌŽǀŝŶŐĂƉĂƚŝĞŶƚ ?ƐƚƌĂŶƐŝƚŝŽŶŚŽŵĞĂŶĚƋƵĂůŝƚǇŽĨůŝĨĞƐŚŽƵůĚďĞŵĞĂƐƵƌĞĚŝŶĨƵƚƵƌĞ
home visit trials. This will result in research that investigates what was deemed of value 
by experts in this field and assist in developing guidelines to support OTs and patients 
in making home visit decisions.  
 
It will also be important to identify if patients have similar or differing perceptions of 
the values highlighted by the experts. The influence of resource and patient choice can 
then be addressed in the context of an evidence based intervention.  
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Chapter Five: The value of pre-discharge occupational therapy 
home visits for patients who have had a stroke: occupational 
ƚŚĞƌĂƉŝƐƚƐ ?ƉĞƌĐĞƉƚŝŽŶƐĂŶĚŽƉŝŶŝŽŶƐ 
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5.1. Introduction  
This chapter reports the perceptions of the senior OT participants (senior OTs) 
following thematic analysis of the interview data. The senior OT sample is outlined 
before description of the findings.  
 
5.2. The senior OT Sample       
Twenty senior OTs were selected from 75 volunteers in response to a request sent out 
by the COT SSNP, ensuring a combination of OTs from both rural and urban locations 
and a spread of hospital locations across the UK.  
Informed consent was gained from the 20 selected participants, to take part in a semi-
structured interview about home visits. All of the senior OTs were female and senior in 
their role as OTs. The majority were band 7 OTs (on the agenda for change pay scale) 
and worked in an acute hospital setting; two participants did not specify (85% n=17). 
The type of wards they worked on varied, covering acute units (20%, n=4), 
rehabilitation wards, some of which were mixed with non-ƐƚƌŽŬĞĂŶĚƐƚƌŽŬĞƉĂƚŝĞŶƚƐ ?
rehabilitation (30% n=6), a community rehabilitation ward (5%, n=1), mixed acute/ 
rehabilitation stroke (35% n=7). Two (10%) did not specify the type of unit that they 
worked on.  
The units the OTs worked on had varying average patient lengths of stay, which tended 
to depend on whether they were an acute, or rehabilitation unit, but length of stay also 
varied across units of the same nature. The OTs were asked to report on the average 
number of patients on their caseload and this varied from three to 19, with one OT 
stating she did not hold a caseload as her role was managerial. Please refer to table one 
for further information about the senior OTs who were interviewed. This is presented 
in such a way as to not identify the participants 
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Table 1: Senior OT characteristics 
NHS Band 
Level  
Type of Stroke 
Unit  
Number of Patients 
on OT caseload 
Number of OTs working 
on unit(n=) 
Band 6  Acute  6 -10 1 
Band 6  Rehabilitation  A? ? 1 
Band 6  Rehabilitation  6 - 10 2 
Band 6  Mixed**  11 - 15 1 
Band 7*  Hyper acute  6 - 10 2 
Band 7*  Rehabilitation  6 - 10 2 
Band 7*  Mixed**  A? ? 1 
Band 7*  Mixed**  6 - 10 4 
Band 7*  Mixed**  A? ? ? 1 
Band 7*  Not specified  11 - 15 1 
Band 7*  Not specified  Not given 1 
Not given  Rehabilitation  11 - 15 1 
Not given  Acute  A? ? ? 1 
Not given  Rehabilitation  11 - 15 1 
   Total:20 
 
*Band 7 or higher  
** Refers to a combined unit with both acute and rehabilitation beds 
5.3. Interview procedures 
All of the interviews were completed over the telephone at a suitable time for the 
senior OTs. The length of the interviews ranged from 17 minutes to 67 minutes with a 
mean time of 39 minutes.  All of the senior OTs were able to answer the questions, and 
the data obtained provided narrative of a breadth of experience and knowledge about 
home visit practice after stroke. One of the senior OTs, working in an acute setting, 
reported during her interview that they had limited recent experience of home visits 
after stroke, because of the limited number of home visits being completed in their 
place of work currently. 
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5.4. The research findings        
5.4.1. Overview 
As described in chapter three, thematic analysis (Braun and Clarke, 2006) was used to 
identiĨǇƐĞŶŝŽƌKdƐ ?ƉĞƌĐĞƉƚŝŽŶƐŽĨƚŚĞǀĂůƵĞŽĨ home visits for patients who have had a 
stroke.  
 
The findings indicate that there was a number of potential different ways in which a 
home visit was of value for a person who has had a stroke, but that these may differ 
depending on a ƉĂƚŝĞŶƚ ?ƐǁŝƐŚĞƐĂŶĚƚŚĞKd ?s preferences. However, the essence of the 
value of a home visit was its bespoke nature and it was argued that this was a unique 
intervention that could not be replicated in hospital. Home visits were therefore 
perceived to offer a more patient centred approach to practice.  
This study suggests that a home visit enabled patients to overcome functional 
difficulties, which they may have on their return home after stroke. The different 
approaches that OTs took to overcoming functional problems that were identified on 
home visits are discussed.  
The findings highlight the differing opinions senior OTs had about using a home visit for 
the provision of equipment. Factors that may reduce the value of a home visit were 
also identified.  
 
5.4.2. The Themes 
dŚĞĨŽůůŽǁŝŶŐƚŚĞŵĞƐƌĞƉƌĞƐĞŶƚƚŚĞŬĞǇĨŝŶĚŝŶŐƐŽĨƚŚĞƐĞŶŝŽƌKdƐ ?ƉĞƌĐĞƉƚŝŽŶƐĂďŽƵƚ
the value of home visits after stroke:  
1. A bespoke intervention: 
‚ Overcoming functional difficulties 
‚ Time to adjust to life after stroke 
97 
 
‚ Preventing harm 
2. The impact of the timing of the home visit 
3. Instances that may inhibit the value of a home visit  
These themes will now be presented separately. 
 
5.4.2.1. A Bespoke Intervention  
Observing a patient perform functional tasks within their home was reported to 
ƉƌŽǀŝĚĞĂďĞƐƉŽŬĞĂƐƐĞƐƐŵĞŶƚŽĨĂƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐŽŶĚŝƐĐŚĂƌŐĞĨƌŽŵŚŽƐƉŝƚĂů ?dŚŝƐǁĂƐ
due to the belief that home visits enabled a more comprehensive assessment of an 
ŝŶĚŝǀŝĚƵĂů ?ƐƐƉĞĐŝĨŝĐƐŽĐŝĂůŶĞĞĚƐ ?dŚĞƌĞĨŽƌĞƚŚĞƵŶŝƋƵĞǀĂůƵĞŽĨĂ home visit comes 
from tailoring the visit to the individual contextual needs of the patient.  
It was reported that only in a patient ?ƐŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚĐŽƵůĚĂ ‘ƚƌƵĞ ?ƉŝĐƚƵƌĞŽĨƚŚĞŝƌ
needs be identified, as this highlights the hazards that they will face and provides 
context to their performance. The importance of the patient experiencing what it is like 
to return home, and the OT being able to observe and support in this process was 
perceived to offer a more accurate assessment of how a patient will manage on their 
return home: 
 “Well everybody is individual and everybody has their own way of living,... ŝƚ ?ƐƚŽ
see how they manage in their culture, how they live, and just to see if they can 
ĂĐƚƵĂůůǇƐƚŝůůĚŽƚŚĂƚǁŝƚŚĂůŝƚƚůĞďŝƚŽĨƐƵƉƉŽƌƚŽƌ ?ĂƉŝĞĐĞŽĨequipment or if we 
can work towards that and how we can get them back to that normal functional 
ůĞǀĞů ? (Senior OT 13) 
 “EŽŵĂƚƚĞƌŚŽǁŚĂƌĚƐŽŵĞďŽĚǇĚĞƐĐƌŝďĞƐĂŚŽƵƐĞ ?ŝƚ ?ƐŶŽƚƚŚĞƐĂŵĞĂƐƐĞĞŝŶŐŝƚ
and the kind of things that an OT might pick up that family might not even 
consider a problem. For example a door opening into a room for a patient with a 
right sided neglect [of space] ĞǀĞƌǇƚŝŵĞƚŚĞǇŐŽŝŶƚŽƚŚĂƚƌŽŽŵƚŚĞǇ ?ƌĞŐŽŝŶŐƚŽ
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walk into the door. For a family member that might not strike them as, a 
potential hazard, so I think the use of photos and the use of furniture height 
forms do help, but I think patients with significant change in function, you 
probably, you need aŶKdƚŽ ?ƚŽŚĂǀĞĂůŽŽŬĂŶĚƐĞĞ ? (Senior OT 1) 
ŽŶƚƌĂƌǇ ƚŽ ƚŚĞĞǆƉĞƌƚƐ ?ĐŽŶĐĞƌŶƐĂďŽut patient anxieties on a home visit, the senior 
OTs reported positive experiences of how patients react to their home environment, 
with patients being perceived to be more comfortable and in control when at home. 
This again was believed to enhance the accuracy of predicting how a patient would 
manage on their return home: 
 “/ƚŚŝŶŬƉĂƚŝĞŶƚƐǁŚĞŶƚŚĞǇ ?ƌĞƚƌǇŝŶŐƚŽƉĞƌĨŽƌŵǁŝƚŚŝŶƚŚĞŚŽƐƉŝƚĂůƐĞƚƚŝŶŐŝƚĐĂŶ
ďĞ ƋƵŝƚĞ ? ĐĂŶ ƉĞƌĨŽƌŵ ƋƵŝƚĞ ĚŝĨĨĞƌĞŶƚůǇ ƚŚĂŶ ǁŚĞŶ ƚŚĞǇ ?ƌĞ ŝŶ ƚŚĞŝƌ ŽǁŶ
ĞŶǀŝƌŽŶŵĞŶƚ ǁŚĞƚŚĞƌ ŝƚ ?Ɛ ũƵƐƚ ƚŚe unfamiliarity of the situation and being in 
hospital, and also the feeling that people are being tested or assessed, whereas 
ŝŶ ƚŚĞŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚ ǇŽƵ ?ƌĞĂĐƚƵĂůůǇ ŽŶ ƐŽŵĞďŽĚǇĞůƐĞ ?Ɛ ƚƵƌĨ ŝŶ ƚŚĞŝƌ ŽǁŶ
home so they can often feel more comfortable and be a bit more natural about 
how they, they sort of feed back to you really, you can actually learn a lot from 
informal observation ? (Senior OT 6)  
The bespoke nature of this assessment in targetiŶŐĂŶŝŶĚŝǀŝĚƵĂů ?ƐƵŶŝƋƵĞŶĞĞĚƐ was 
identified to be of value, by enabling the patient to overcome functional difficulties/ 
adjust to life after stroke, and preventing the patient from coming to harm.  
 
5.4.2.2. Overcoming functional difficulties                                   
Due to the unique natuƌĞŽĨĂƉĂƚŝĞŶƚ ?Ɛ home and the effects of their stroke, the home 
ǀŝƐŝƚǁĂƐƉĞƌĐĞŝǀĞĚƚŽĞŶĂďůĞĂďĞƐƉŽŬĞŝŶƚĞƌǀĞŶƚŝŽŶƚŚĂƚĂĚĚƌĞƐƐĞƐ ?ƚŚĞŝƌ specific 
functional problems. The senior OTs reported three ways in which functional difficulties 
could be overcome, through completing a home visit: i) Modifying the home 
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environment, ii) enabling functional recovery and iii) identification of support required. 
Each of these was reported to be better achieved as a result of a home visit. 
 
Modifying the home environment              
The senior OTs reported that a home visit can assist patients by identifying 
modifications that were required to their home that support them in compensating for 
functional difficulties. The senior OTs ĚĞƐĐƌŝďĞĚƚŚĂƚĂĐŚĂŶŐĞŝŶĂƉĂƚŝĞŶƚ ?ƐƉŚǇƐŝĐĂů
function and mobility may mean that they require a wheelchair, walking aid or certain 
piece of equipment to accommodate their needs. The home visit was reported to 
identify how patients would manage at home with the new piece of equipment/ 
mobility aid and if any further alterations were required to the home environment to 
enhance function.  
Modifications to the home environment were identified as a common outcome of a 
home visit for a patient who has had a stroke. The use of equipment was reported both 
to enable fuŶĐƚŝŽŶĂŶĚŝŵƉƌŽǀĞĂƉĂƚŝĞŶƚ ?ƐƐĂĨĞƚǇǁŚŝůƐƚĐŽŵƉůĞƚŝŶŐĨƵŶĐƚŝŽŶĂůƚĂƐŬƐ ?
dŚĞƌĞǁĂƐŽĨƚĞŶĂĨŽĐƵƐŽŶƚŚĞƉĂƚŝĞŶƚ ?ƐƐŚŽƌƚƚĞƌŵŶĞĞĚƐ ?ďƵƚĚĞƐĐƌŝptions of how the 
home visit could ŚŝŐŚůŝŐŚƚĂƉĂƚŝĞŶƚ ?ƐůŽŶŐĞƌƚĞƌŵŶĞĞĚƐ, and referrals on to other 
agencies to address home adaptations, were also discussed: 
 “So that we can look at what, what needs they might have for equipment, how 
things might work with regards to care, whether the environment needs to be 
altered in order for them to function at their optimum leveů ? (Senior OT 5)  
 “I would do a home visit for somebody who had a big change in mobility and 
there was concern about how their frame or wheelchair or whatever would fit in 
the home environment and if I've ordered any equipment for them, then I'd want 
to make sure they can use that equipment ? (Senior OT 20) 
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 “So looking at his environment so I could when referring for a DFG [Disabled 
Facilities Grant] to say this is how his kitchen is looking at the moment ?So it is 
added information that could go into his ongoing needs ? (Senior OT 15) 
Whilst home adaptations/modifications and the use of equipment were believed to be 
important reasons for completing a home visit, the value of focusing on the provision 
of equipment was also criticised.  There was a perception that the home visit should be 
ŵŽƌĞƚŚĂŶĂŶĞǆĞƌĐŝƐĞŝŶ ‘ŵĞĂƐƵƌŝŶŐ ?ĨƵƌŶŝƚƵƌĞŚĞŝŐŚƚƐĂŶĚƉƌŽǀŝĚŝŶŐƉŝĞĐĞƐŽĨ
equipment, which was perceived by some senior OTs to diminish the value the home 
visit had to offer:  
 “/ƚ ?ƐĂďŽƵƚƚŚĞŚŽůŝƐƚŝĐĂƉƉƌŽĂĐŚƚŚĂƚĂŶKd ǁŽƵůĚůŽŽŬĂƚƐŽĨĂƌĂƐƚŚĞƉĞƌƐŽŶ ?Ɛ
cognitive abilities within the home and their insight, not just how they get from 
A to B, you know I think sometimes people perceive the home visit as just issuing 
the equipment ďƵƚŝĨƚŚĂƚ ?ƐĂůůƚŚĞĐĂƐĞ ? there would be no need for a home visit 
in that case.  ,ŽŵĞǀŝƐŝƚƐĂƌĞ ŝŶĚŝĐĂƚĞĚďĞĐĂƵƐĞ ŝƚ ?ƐƐŽŵĞƚŚŝŶŐŽǀĞƌĂŶĚĂďŽǀĞ
just issuing a few pieces of equipment ? (Senior OT 16)  
 “If you do OT in a very procedural, very simplistic way then the solution is to 
offer those plastic bits of equipment and then wonder why people don't use 
ƚŚĞŵ ?^Ž/ƚŚŝŶŬŐĞŶĞƌĂůůǇŝŶŚŽŵĞǀŝƐŝƚƐĂŶĚƚŚĞǁŚŽůĞŬŝŶĚŽĨƐƚƵĨĨĂƌŽƵŶĚ ?
gathering information about the patient and their home would be to get that 
information very clear in your head (Senior OT 3) 
Senior OT 3 described how ƚĂŬŝŶŐĂ ‘ƌŽƵƚŝŶĞ ?ĂƉƉƌŽĂĐŚƚŽŚŽŵĞǀŝƐŝƚƐĐĂŶůŽƐĞƚŚĞĨŽĐƵƐ
on occupation:  
 “tĞ ?ǀĞůŽƐƚƚŚĂƚĨŽĐƵƐŽĨƚŚĞŝŵƉŽƌƚĂŶĐĞŽĨŽĐĐƵƉĂƚŝŽŶĂůŝĚĞŶƚŝƚǇ ?ƚŚĞ
importance of occupation and how we can show we add value to the patienƚ ?Ɛ
journey ? (Senior OT 3) 
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It was emphasised by some of the senior OTs that equipment provision should not be 
the primary focus of the home visit. Interestingly there was a concern expressed about 
the OT ?s role becoming procedural and routine, as opposed to meeting the individual 
needs of the patient. However, a large proportion of patients who have received in-
patient hospital based rehabilitation after stroke are likely to have physical problems 
and require certain pieces of equipment to support them on their return home, which 
was also reflected in the senior OT responses. Clarke and Gladman (1995) reported that 
the primary recommendation for completion of a home visit after stroke was provision 
of equipment, indicating that it is a common reason for completion of a home visit 
after stroke. 
Interestingly, it was those OTs who felt the need to defend their practice, due to 
ongoing pressures to reduce the numbers of home visits, who questioned the value of 
 ‘ƐŝŵƉůǇ ? ƉƌŽǀŝĚŝŶŐ ĞƋƵŝƉŵĞŶƚ ?These differing opinions may come down to individual 
preference, but also reflect the potential pressure OTs experience when discharge 
planning to take a compensatory approach in providing equipment, when they would 
prefer to take a more restorative approach to enabling functional recovery and 
independence. The OTs also highlighted the need to address difficulties patientƐ ? face 
ĂƐ Ă ƌĞƐƵůƚ ŽĨ ĐŽŐŶŝƚŝǀĞ ŝŵƉĂŝƌŵĞŶƚ ? ǁŚŝĐŚ ĨŽƌ ƐŽŵĞ ǁĂƐ ŐŽŝŶŐ  ‘ĂďŽǀĞ ĂŶĚ ďĞǇŽŶĚ ?
issuing equipment. As with the expert findings, a potential oversight of what the home 
visit can offer, in terms of addressing psychological issues, was raised by the senior OTs, 
and should be taken into consideration when evaluating the value of these visits for 
patients. It is of interest that these opinions tended to be expressed by OTs having to 
defend home visiting practice, which further reflects the general perception that home 
visits tend to be completed for equipment provision as a result of physical disability.  
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Functional recovery                   
The home visit was perceived to facilitate patients ? ongoing functional recovery by 
enabling them to practise functional tasks in their home environment as part of their 
rehabilitation. There was a perception that the home visit provides patients with the 
most appropriate environment to practise tasks, as it puts their functional difficulties 
into the context of what they will face on their return home. The senior OTs who 
ĐƌŝƚŝĐŝƐĞĚƚŚĞ ‘ƌŽƵƚŝŶĞŶĂƚƵƌĞ ?ŽĨĞƋƵŝƉŵĞŶƚƉƌŽǀŝƐŝŽŶ ?argued OTs could offer more to 
their patients  if they focused on what individual patients want to achieve in terms of 
their functional recovery.  
Descriptions of how patients with physical and/or cognitive impairment benefited from 
being in their own home environment, and learning new skills, or practising skills that 
had been learnt in the hospital, to further their recovery were provided: 
 “KďǀŝŽƵƐůǇ ? ǇŽƵ ?Ě ŚĂǀĞ ƉĞŽƉůĞ ǁŚŽ ŚĂǀĞ ǀĞƌǇ ƉŚǇƐŝĐĂů ŶĞĞĚƐ ƐŽ ŝƚ ǁŽƵůĚ ďĞ
ƚŚŝŶŐƐ ůŝŬĞ ĞŶƐƵƌŝŶŐ ƚŚĞǇ ?ǀĞ ŐŽƚ ĂĐĐĞƐƐ ƚŽ ƚŚĞ ŚŽƵƐĞ ? ƚŚĞǇ ĐĂŶ ŵĂŶĂŐĞ ƚŚĞŝƌ
transfers...  However, we will also do home visits for people who have cognitive 
deficits or perceptual deficits.  If I give an example, some cognitive deficits then 
ǁĞŵĂǇĚŽĂĚŝĨĨĞƌĞŶƚƚǇƉĞŽĨŚŽŵĞǀŝƐŝƚ  ?tĞŵŝŐŚƚƚĂŬĞƚŚĞŵĚŽǁŶƚŽ ůŽĐĂů
shops to see that they can orientate their way down to the local shops, they 
would manage money, they are able to plan and problem solve through the task, 
and get them to make a main meal within their own home. So home visits can be 
ǀĞƌǇĚŝĨĨĞƌĞŶƚĚĞƉĞŶĚŝŶŐŽŶƚŚĞƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐ ? (Senior OT 14) 
 “Going over the technique, because we do quite a lot of the therapy but when 
ƚŚĞǁŝĨĞŝƐŶŽƚƉƌĞƐĞŶƚŝƚ ?ƐŐŽŽĚƚŚĂƚǇŽƵŐŽŽǀĞƌƚŚĞĐŽƌƌĞĐƚƚĞĐŚŶŝƋƵĞĂŶĚƐŚĞ
can reinforce that in the home ? (Senior OT 16) 
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Interestingly senior OT five stated that she enjoyed home visits that focus more on 
 ‘ƚƌĞĂƚŵĞŶƚ ?ĂƐ opposed to setting up the environment: 
 “It was a very positive visit and it was really useful as a treatment tool and, and 
ŝƚ ?ƐƚŚŽƐĞƐŽƌƚŽĨǀŝƐŝƚƐƚŚĂƚ/ůŝŬĞďĞƐƚƌĞĂůůǇ ?ǁŚĞŶŝƚ ?ƐŶŽƚũƵƐƚabout setting up 
ƚŚĞĞŶǀŝƌŽŶŵĞŶƚ ?ŝƚ ?ƐĂďŽƵƚƌĞĂůůǇŚĞůƉŝŶŐƚŚĂƚƉĞƌƐŽŶƚŽŝŵƉƌŽǀĞ ? 
Observing the patient performing activities at home was also seen as a way of assisting 
on-going rehabilitation within hospital as the home set up could then be replicated in 
ŚŽƐƉŝƚĂů ?ŵĂŬŝŶŐĂƉĂƚŝĞŶƚ ?ƐƌĞŚĂďŝůŝƚĂƚŝŽŶƉƌŽŐƌĂŵŵĞŵŽƌĞƉĞƌƐŽŶĂůŝƐĞĚ ?The 
measurement of furniture heights and space at home was therefore felt to be useful 
information to obtain to enable appropriate practice within the hospital. This 
contradicted certain senior OT opinions as previously explained: 
 “It can enhance people's rehab on the ward because you know what their home 
environment's like, you know what the challenges are going to be at home and 
you can maybe replicate that a little bit better in the ward environment, 
particularly with regard to furniture heights or locations of objects ?(Senior OT 
5)  
Examples were given where more than one home visit was completed to support a 
graded rehabilitation and discharge planning process. The initial home visit determined 
those aspects of rehabilitation a patient needed to focus on, to enable them to manage 
when at home and further home visits focused on the patient practising these skills 
within their home environment. As with the experts there was a perception that in-
patient stroke rehabilitation had changed over recent years, reducing the ability to 
complete more than one home visit and potentially resulting in less focus on 
rehabilitation and functional recovery. Completing a home visit that focused on 
treatment and practising functional tasks was described as a luxury:  
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 “Sometimes I think the demand on the service and cost, and the strain on the 
E,^ŵĞĂŶƐƚŚĂƚǁĞĚŽŶ ?ƚŚĂǀĞƚŚĞůƵǆƵƌǇŽĨĚŽŝŶŐ ?ƐŽŵĞƚŝŵĞƐĚŽŝŶŐǀŝƐŝƚƐƚŚĂƚ
would actually benefit the person, in times past I was able to do ... especially for 
cognitive problems I might have done three or four visits and I might have 
ŐƌĂĚĞĚ ƚŚĂƚ ?/ƚ ĞŶĂďůĞĚ ƚŚĞŵ ƚŽ ƉƌĂĐƚŝĐĞ ĂŶĚ ǁŽƌŬ ƚŚŝŶŐƐ ƚŚƌŽƵŐŚ ? ǁŚŝĐŚ ŝŶ
cognitive rehab you need that ability to do and I think in this present climate 
ƚŚĞƌĞŝƐŶ ?ƚƚŚĂƚůƵǆƵƌǇĂŶĚ/ƚŚŝŶŬĞƐƉĞĐŝĂůůǇƉĞŽƉůĞǁŝƚŚĐŽŐŶŝƚŝǀĞƉƌŽďůĞŵƐĚŽŶ ?ƚ
necessarily get the rehab that they need and the planned discharge that they 
ŶĞĞĚ ? (Senior OT 14) 
 “/ĚŽƚŚŝŶŬƚŚĞƌĞ ?ƐŵĂƐƐŝǀĞƚŚĞƌĂƉĞƵƚŝĐďĞŶĞĨŝts to being at home and it would 
ďĞŐƌĞĂƚŝĨǁĞĐŽƵůĚĚŽŵŽƌĞǀŝƐŝƚƐƚŚĂƚǁĞƌĞŶ ?ƚũƵƐƚĂďŽƵƚĚŝƐĐŚĂƌŐĞ ?ƚŚĂƚǁĞƌĞ
about the patient journey, about treatment, about practicing things in their 
normal environment. But because, like I said earlier, because of the time they 
ƚĂŬĞĂŶĚƚŚĞĨĂĐƚƚŚĂƚƚŚĞǇ ?ƌĞĨĂŝƌůǇƌĞƐŽƵƌĐĞĚƌĂŝŶŝŶŐ ?ǁĞ ?ǁĞĚŽŚĂǀĞƚŚŝƐƐŽƌƚ
of unwritten one each rule ? (Senior OT 5) 
Functional recovery was described by the OTs as specific to the patient, but complex as 
it incorporates the effects of ƚŚĞƐƚƌŽŬĞĂŶĚĂƉĂƚŝĞŶƚ ?ƐŽǁŶƉĞƌƐŽŶĂůŐŽĂůƐ ?dŚĞƐĞ
elements of recovery were seen to be influenced by the environment where functional 
tasks were performed. Hence the belief in the importance of observing and practising 
ƚĂƐŬƐŝŶƚŚĞƉĂƚŝĞŶƚ ?ƐŚŽŵĞĞŶǀŝƌonment, particularly for patients with cognitive 
impairment.  
However, pressures to discharge patients sooner were reported to influence the focus 
of the home visit and how many visits were being completed. For some, a resulting 
change in practice had occurred and it was apparent that the home visit focused less 
on recovery and more on discharge planning and compensatory methods of coping.  
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Interestingly, certain senior OTs, who were being asked to justify the need for home 
visits, described the focus of a ƉĂƚŝĞŶƚ ?ƐƌĞĐŽǀĞƌǇĂĨƚĞƌƐƚƌŽŬĞas being of paramount 
importance on the home visit, as opposed to the provision of equipment. It would 
seem that, although patient safety takes priority on a home visit, what the home visit is 
able to offer in terms of recovery is perceived to be of equal value by the senior OTs.  
What is unknown is the cost-effectiveness of completing home visits and, whilst 
budgets continue to be cut, it is unlikely that KdƐǁŝůůŚĂǀĞƚŚĞ ‘ůƵǆƵƌǇ ?ŽĨĐŽŵƉůĞƚŝŶŐ
one home visit and even more unlikely, a number of visits prior to discharge. This is 
ĚĞƐƉŝƚĞƚŚĞƉĞƌĐĞƉƚŝŽŶƚŚĂƚƚŚŝƐŝƐŽĨŵĂũŽƌǀĂůƵĞƚŽƚŚĞƉĂƚŝĞŶƚ ?ƐƚƌĂŶƐŝƚŝŽŶĂŶĚĂďŝůŝƚǇ
to return and cope at home. 
 
Identification of support required         
The senior OTs described how the home visit assisted in identifying the support a 
patient required at home to enable them to complete ADL. This included support from 
social care and primary care agencies, including community rehabilitation. The senior 
OTs described how, for certain patients, it was difficult to identify their exact needs in 
hospital, as they can perform differently at home and, therefore, completing a home 
visit gave a more comprehensive insight of the support they would need on their return 
home:  
 
 “^ŚĞ ?ƐŐŽƚ'ůĂƵĐŽŵĂ ?ƐŽƐŚĞ ?ƐŐŽƚƌĞĚƵĐĞĚǀŝƐŝŽŶĂŶǇǁĂ  ?ŝŶŚĞƌƌŝŐŚƚĞǇĞĂŶĚ
ŶŽǁƐŚĞ ?ƐŐŽƚƋƵŝƚĞĂƐŝŐŶŝĨŝĐĂŶƚůĞĨƚŝŶĂƚƚĞŶƚŝŽŶ ?^ŽƐŚĞ ?ƐŶĞĞĚŝŶŐƐŽŵĞŽŶĞǁŝƚŚ
her to walk around for directions, more than anything, to make sure that she 
ĚŽĞƐŶ ?ƚŐĞƚůŽƐƚ ?ƵƚƐŚĞ ?ƐƐŽŵĞŽŶĞ/ ?ĚǁĂŶƚto see in her own environment 
because obviously having a, having a pre-existing knowledge of the environment 
ŚĞůƉƐǇŽƵǁŝƚŚǇŽƵƌŽƌŝĞŶƚĂƚŝŽŶƚŽŝƚ ?^Ž/ ?/ ?ĚǁĂŶƚƚŽŬŶŽǁŝĨƐŚĞƐƚŝůůŶĞĞĚĞĚ
that one person to help her get around at home or if, actually, she can, she could 
ĚŽƚŚĂƚŝŶĚĞƉĞŶĚĞŶƚůǇďĞĐĂƵƐĞŝƚ ?ƐĂĨĂŵŝůŝĂƌĞŶǀŝƌŽŶŵĞŶƚƚŽŚĞƌ ? (Senior OT 5) 
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 “^ŽŵĞƚŝŵĞƐƚŚĞƌĞ ?ƐĂƐŽĐŝĂůǁŽƌŬĞƌƚŽŵĞĞƚŽŶƚŚĞŚŽŵĞĂƐƐĞƐƐŵĞŶƚĂƐ
ǁĞůů ?zĞƐǁĞĚŽŝŶǀŝƚĞƚŚĞŵĞƐƉĞĐŝĂůůǇŝĨƚŚĞƌĞĂƌĞƋƵŝƚĞƐŝŐŶŝĨŝĐĂŶƚƐŽĐŝĂů
problems, you ŵĂǇĞŶĚƵƉŚĂǀŝŶŐĂŵŝŶŝĐĂƐĞĐŽŶĨĞƌĞŶĐĞǁŚŝůĞǇŽƵ ?ƌĞĂƚƚŚĞ
property at the end of the visit just to actually summarise and conclude as to 
what kind of support is going to be needed ?(Senior OT 6) 
The benefit of the patient meeting their community team was also reported, further 
preparing the patient for their discharge home:  
 “zĞƐ ?ŝƚŝƐƋƵŝƚĞŚĞůƉĨƵůďĞĐĂƵƐĞƚŚĞǇĐĂŶƚŚĞŶŐĞƚĂŶŝĚĞĂŽĨǁŚĂƚƚŚĞƉĂƚŝĞŶƚ ?Ɛ
abilities are and what from their point of view will be needed but also the 
patient can get to meet ƚŚĞŵĂƐǁĞůů ?ƚŚĞǇŬŶŽǁǁŚŽƚŚĞǇĂƌĞĂŶĚǁŚŽ ?ƐŐŽŝŶŐ
to be coming into their homes and things ?(Senior OT 10) 
Again there was a perception that  ‘seeing ? how a patient managed within their own 
home provided a better and more realistic assessment of how they would cope on their 
return home. In turn the OTs reported that they identified and set the patient up with 
an ongoing package of care and rehabilitation that met their needs and enabled them 
to overcome their functional difficulties.  
Patterson and Mulley (2001) reported an increase in the number of pre-discharge 
home visits being completed. This was potentially due to reforms in health and social 
care assessment procedures, resulting in social workers requesting home visits be 
completed in order to assess the support a patient required at home. A decade on, 
there appears to be a reduction in the number of pre-discharge home visits being 
completed (Drummond et al., 2012). This is unlikely to be because the perceived value 
of assessing the level of support required has reduced, but more likely to be linked to 
whether it is deemed an essential part of the discharge planning process or whether 
alternative ways of determining this information could be identified. However, the 
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senior OTs again argued that an assĞƐƐŵĞŶƚŝŶĂƉĂƚŝĞŶƚ ?ƐŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚƉƌŽǀŝĚĞd 
a better understanding of their needs and in turn this enabled a more appropriate 
package of care to be set up. This has the potential equal benefit of saving resources 
especially if a patient goes on to perform better within their home environment, as was 
suggested by certain senior OTs, and requires less support than anticipated by the 
hospital. 
This sub-ƚŚĞŵĞƉƌĞƐĞŶƚƐƚŚĞƐĞŶŝŽƌKdƐ ?ƉĞƌĐĞƉƚŝŽŶƐŽĨ three ways in which a patient 
who has a home visit after stroke can be assisted to overcome their functional 
difficulties: modifying the home environment, identifying support required and 
enabling functional recovery. These were all believed to be better achieved in a 
patient ?s home environment, as opposed to the hospital environment, because of the 
bespoke nature of this assessment in identifying an individual patient ?s needs. 
 
5.4.2.3. Time to adjust to life after stroke     
The second sub-ƚŚĞŵĞƚŚĂƚĨŽƌŵĞĚƉĂƌƚŽĨƚŚĞ ‘ĞƐƉŽŬĞŝŶƚĞƌǀĞŶƚŝŽŶ ?ƚŚĞŵĞǁĂƐ ‘dime 
to aĚũƵƐƚƚŽůŝĨĞĂĨƚĞƌƐƚƌŽŬĞ ? ?dŚĞŚŽŵĞǀŝƐŝƚǁĂƐĚĞƐĐƌŝďĞĚĂƐĂǁĂǇŽĨƉƌŽǀŝĚŝŶŐƚŚĞ
patient and their family with time to adjust to their life after stroke. It was perceived 
that in turn this enabled patients and their families/carers to feel ready for the patient 
to return home by giving them time to understand what it would mean and feel like to 
return home.  
There was a perception that the meaning of the home to the patient can change after 
stroke, and therefore the visit supported the patient in adjusting to this change. Hence, 
home visits being described as part of a psychological and emotional process that the 
patient goes through in preparation for returning home:  
 “ƐƉĞĐŝĂůůǇĨŽƌƉĞŽƉůĞǁŚŽ ?ǀĞŚĂĚĂƐƚƌŽŬĞŝƚ ?ƐĂŶĞƐƐĞŶƚŝĂůƐƚĞƉŝŶƚŚĞŝƌ
psychologicaůƌĞĐŽǀĞƌǇ ?ĐŽŵŝŶŐƚŽƚĞƌŵƐǁŝƚŚǁŚĂƚ ?ƐŚĂƉƉĞŶĞĚƚŽƚŚĞŵĂŶĚƚŚĞ
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ĨĂĐƚƚŚĂƚůŝĨĞ ?ƐŐŽŝŶŐƚŽďĞǀĞƌǇĚŝĨĨĞƌĞŶƚĂƚŚŽŵĞƚŽŚŽǁŝƚǁĂƐďĞĨŽƌĞ ?.. ƐŽŝƚ ?Ɛ
kind of helping them back through that door and supporting them and allowing 
them to adjust and that is essential ?(Senior OT 12)  
 “And I think it ?s really just you know assists in them coming to terms and sort of 
ĂĚũƵƐƚŝŶŐƚŽůŝǀŝŶŐǁŝƚŚĂĚŝƐĂďŝůŝƚǇŝĨƚŚĞǇ ?ƌĞůĞĨƚǁŝƚŚĚŝƐĂďŝůŝƚǇĨƌŽŵƚŚĞŝƌƐƚƌŽŬĞ
as well it allows you to try aŶĚŽǀĞƌĐŽŵĞŝƚĂƐďĞƐƚǇŽƵĐĂŶ ? (Senior OT 17) 
 “, ? those who are very much not at their baseline level and they have functional 
ĚŝĨĨŝĐƵůƚŝĞƐ ?ĂŶĚĐŽŵŝŶŐďĂĐŬƚŽƚŚĞŚŽƵƐĞĐĂŶďĞǀĞƌǇĞŵŽƚŝŽŶĂůďƵƚŝƚ ?ƐĂŐŽŽĚ
platform for those emotions to happen I think because I am there to, you know, 
to deal with any concerns or issues that the patients may have ? (Senior OT 16) 
ŽŶƚƌĂĚŝĐƚŽƌǇƚŽƚŚĞĞǆƉĞƌƚƐ ?ƌĞƉŽƌƚƐ ?ƚŚĞŚŽŵĞǀŝƐŝƚǁĂƐƌĞƉŽƌƚĞĚ to alleviate a 
ƉĂƚŝĞŶƚ ?ƐĂŶǆŝĞƚŝĞƐĂďŽƵƚƌĞƚƵƌŶŝŶŐŚŽŵĞĂŶĚŚĂǀĞĂƉŽƐŝƚŝǀĞĞĨĨĞĐƚŽŶŝŵƉƌŽǀŝŶŐĂ
ƉĂƚŝĞŶƚ ?ƐĐŽnfidence in their functional performance and safety by experiencing how it 
feels to return home. This ǁĂƐƐĞĞŶƚŽŝŵƉƌŽǀĞƉĂƚŝĞŶƚƐ ?ĐŽŶĨŝĚĞŶĐĞǁŚĞŶƌĞƚƵƌŶŝŶŐ
home:  
 “I think the ones that go well, so the ones that if potentially a patient has been 
quite anǆŝŽƵƐĂŶĚĂƉƉƌĞŚĞŶƐŝǀĞĂŶĚƚŚĞǇĚŽƚŚĞŚŽŵĞǀŝƐŝƚĂŶĚƚŚĞŶƚŚĞǇ ?ƌĞ
reassured and more confident in themselves, and you can sometimes see a 
ĚŝĨĨĞƌĞŶĐĞŝŶƚŚĞŵǁŚĞŶƚŚĞǇĐŽŵĞďĂĐŬƚŽƚŚĞǁĂƌĚ ? ?ŝƚŚĂƐĂƉŽƐŝƚŝǀĞĞĨĨĞĐƚŽŶ
their mood ? (Senior OT 18) 
 “I think a lot of people have a lot of anxieties about returning home after stroke 
ƐŽ/ƚŚŝŶŬŝƚ ?ƐĂŐŽŽĚŽƉƉŽƌƚƵŶŝƚǇƚŽƐŽƌƚŽĨĂůůĂǇĂůŽƚŽĨƚŚŽƐĞĨĞĂƌƐĂŶĚƚŽ
actually address them within the setting ?(Senior OT 6) 
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However, some patients were reported to feel low after a home visit, although this was 
not perceived to distract from the value the visit has in supporting a patient to realise 
and adjust to their problems: 
 “The patient might feel quite low after having done a home visit because reality 
ŚĂƐŚŝƚŚŽŵĞ ?Ɛo it might be perceived as quite a negative experience, but then 
ĂŐĂŝŶǇŽƵĐŽƵůĚĂƌŐƵĞƚŚĂƚŵĂǇďĞƚŚĂƚ ?ƐĂŐŽŽĚƚŚŝŶŐ ?/ƚŵĂǇƐĞĞŵŝŶŝƚŝĂůůǇ
negative, but maybe actually in the long run it might bĞƋƵŝƚĞĂŐŽŽĚƚŚŝŶŐ ?
(Senior OT 14) 
As a result of the adjustment a patient goes through, and the improvement in their 
confidence, ŝƚǁĂƐƉĞƌĐĞŝǀĞĚƚŚĂƚƚŚĞŚŽŵĞǀŝƐŝƚŚĂƐĂůĂƌŐĞŝŵƉĂĐƚŽŶĂƉĂƚŝĞŶƚ ?ƐĂŶĚ
ƚŚĞŝƌĨĂŵŝůŝĞƐ ?ĂďŝůŝƚǇƚŽĂĐĐĞƉƚŚŽǁĂƉĂƚŝĞŶƚǁŝůůŵĂŶĂŐĞŽŶƚŚĞŝƌƌĞƚƵƌŶŚŽŵĞ ?&Žƌ
some patients, it was believed that the only way for them to acknowledge their 
disability, was to educate them within their home environment prior to discharge:  
 “So it did highlight to his wife and himself that going home he would need to 
take his time and try and problem solve. So as I said she would practise with him 
in small spaces. So it was a nice supportive, but without that visit he would have 
ŐŽƚŚŽŵĞ ?ďĞĐŽŵĞŵŽƌĞĨƌƵƐƚƌĂƚĞĚ ?ŚŝƐǁŝĨĞǁŽƵůĚŶ ?ƚŚĂǀĞĐůĞĂƌůǇƵŶĚĞƌƐƚŽŽĚ
what the problems were ? (Senior OT 15) 
Enabling patients to discuss their concerns, and to be with their family, were seen as 
important outcomes of the home visit. As with the expert findings, the discussion that 
takes place on a home visit was believed to be significant in ƉůĂŶŶŝŶŐ Ă ƉĂƚŝĞŶƚ ?Ɛ
discharge:  
 “So we're doing a visit today with family or friends just to kind of give the patient 
and his wife some time together in their own environment because they haven't 
seen each other since he was admitted, you know three weeks ago or 
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something. And to then have that opportunity to discuss with the friends who 
ŬŶŽǁ ƚŚĞŵ ǀĞƌǇ ǁĞůů ? ĂŶĚ ǇŽƵ ŬŶŽǁ ĞǀĞƌǇŽŶĞ ?Ɛ ĐŽŶƐĞŶƚĞĚ ƚŽ ƚŚŝƐ ? ƚŽ ŬŝŶĚ ŽĨ
make plans ĨŽƌǁŚĂƚ ?ƐŐŽŝŶŐƚŽŚĂƉƉĞŶŶĞǆƚ ? (Senior OT 3) 
 “And it supports the patient as well, because then you can have that dialogue 
ǁŝƚŚƚŚĞƉĂƚŝĞŶƚ ? ‘ůŽŽŬ/ŬŶŽǁǇŽƵ ?ƌĞŐŽŝŶŐďĂĐŬƚŽůŝǀĞǁŝƚŚǇŽƵƌǁŝĨĞďƵƚƐŚĞ ?Ɛ
ŵĂĚĞŝƚĐůĞĂƌƚŚĂƚƐŚĞǁĂŶƚƐŽƚŚĞƌƐĞƌǀŝĐĞƐŝŶƚŽĚŽǇŽƵƌƉĞƌƐŽŶĂůĐĂƌĞ ? ?ĂŶĚƚĂŬĞ
them through that.  ĞĐĂƵƐĞƚŚĞŶŝƚ ?ƐĂƚƌĂƵŵĂĨŽƌƚŚĞŵ ?ŝĨƚŚĞǇ ?ƌĞŝŶƚŚĞŝƌ ? ?Ɛ ?
70s, 80s and have got some care agency coming in, that person might only be in 
ƚŚĞŝƌ ? ?Ɛ ?^ŽǇŽƵ ?ǀĞŐŽƚƚŽƚĂůŬƚŚĞŵƚŚƌŽƵŐŚƚŚĂƚĂƐƉĞĐƚĂƐǁĞůů ? ‘ƚŚĂƚƚŚĞǇǁŝůů
be coming in and they will help you get washed and dressed, as the nurses are 
ĚŽŝŶŐŽŶƚŚĞǁĂƌĚ ? ?ƚhat is a majoƌĂĚũƵƐƚŵĞŶƚƚŽƐŽŵĞďŽĚǇ ?ƐůŝĨĞ ? (Senior OT 
15) 
The previous sub-ƚŚĞŵĞ ?  ‘ŽǀĞƌĐŽŵŝŶŐ ĨƵŶĐƚŝŽŶĂů ĚŝĨĨŝĐƵůƚŝĞƐ ? highlighted the value of 
completing more than one visit prior to discharge and this was also perceived to be of 
value in supporting a patient and their family to adjust to life after stroke. It was 
reported that the home visit could lead to extended periods of time at home prior to 
their discharge from hospital. This was believed to assist patients and their relatives to 
come to terms with the difficulties that they may have, which they can then discuss 
with their therapist on their return to hospital. This process was described as 
supporting the patient in managing their own condition and problems they may face on 
their return home.  
Interestingly, as with the experts, the senior OTs described how the adjustment period, 
that home visits enable, can support the patients along with their families to manage 
their disability and life after stroke in the longer term. It would seem that the time 
given on a home visit for this adjustment was deemed as a key value of this 
intervention. However, with the pressure to discharge patients sooner, it was reported 
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that less extended periods at home now take place, as because, when patients were 
deemed to be safe to remain at home, they were discharged from hospital: 
 “:ƵƐƚƌĞĐĞŶƚůǇǁĞ ?ǀĞĚŽŶĞŽŶĞǁŝƚŚƐŽŵĞďŽĚǇǁŚŽ ?ƐŐŽƚƚŽƚĂůĂƉŚĂƐŝĂĂŶĚ
dyspraxia and is starting to walk with her husband and it ?s really obvious that 
the husband has got a massive adjustment ƚŽĚŽ ?ƚŚĂƚ ?ƐǁŚǇǁĞŚĂĚƚŽĚŽƚǁŽ
ǀŝƐŝƚƐ ?ƚŚĞǇĚŽŶ ?ƚƵŶĚĞƌƐƚĂŶĚƚŚĞŝŵƉůŝĐĂƚŝŽŶƐŝƚŚĂƐ ?ǇŽƵƚŚŝŶŬǇŽƵ ?ǀĞĞǆƉůĂŝŶĞĚ
ŝƚĂŶĚƚŚĞŶǇŽƵĐŽŵĞĂǁĂǇĂŶĚǇŽƵƌĞĂůŝƐĞƚŚĂƚƚŚĞǇƌĞĂůůǇĚŽŶ ?ƚŚĂǀĞĂĐůƵĞ ?ƐŽ
those people need a lot of support ? ? ?dŚĂƚ ?ƐƚŚĞŽƚŚĞƌƚŚŝng that we get them to 
ĚŽŝĨŝƚ ?ƐĂůŽŶŐƚĞƌŵĚŝƐĂďŝůŝƚǇ ?ƚĂŬĞƉĞŽƉůĞŚŽŵĞƚŚĞŵƐĞůǀĞƐĂƚ
ǁĞĞŬĞŶĚƐ ?ďĞĐĂƵƐĞƚŚĞŶƚŚĞǇŚĂǀĞƚŚĂƚƌĞƐƉŽŶƐŝďŝůŝƚǇ ?ƚŚĞǇĐĂŶƚŚĞŶĐŽŵĞďĂĐŬ
ŽŶĂDŽŶĚĂǇĂŶĚƐĂǇǁĞůůĂĐƚƵĂůůǇǁĞĚŝĚŶ ?ƚƌĞĂůŝƐĞĚĂĚĂĂŶĚƚŚĂƚ ?ǁŚĂƚǁĞ
can then work on and try and solve ? (Senior OT 9) 
 “/ ŐƵĞƐƐ ŝƚ ?Ɛ ƚŚŝŶŬŝŶŐ ĂďŽƵƚ ůĞĂǀŝŶŐ Ă ƉĂƚŝĞŶƚ ƚŚĞƌ ĨŽƌ ƚŚĂƚ ? ǇŽƵ ŬŶŽǁ ? ůŽŶŐĞƌ
ƉĞƌŝŽĚŽĨƚŝŵĞ ?ƐŽĨŽƌĂĐŽƵƉůĞŽĨŚŽƵƌƐƚƌŝĂů ?/ ?ǀĞĚŽŶĞƚŚĂƚĂƐĂ ‘ŽŬǁĞ ?ůůĚŽĂ
home visit, you can go home for the weekend, come back on MŽŶĚĂǇ ?ĂŶĚƚĞůů
ƵƐŚŽǁǇŽƵŐŽƚŽŶ ?ǁĞ ?ůůĚŽƐŽŵĞŵŽƌĞƌĞŚĂď ? ?ǁŚĞƌĞ/ǁŽƌŬŶŽǁƚŚĞǇƵƐĞŝƚĂƐ
a  ‘ZŝŐŚƚ ?ǇŽƵ ?ƌĞƌĞĂĚǇĨŽƌĚŝƐĐŚĂƌŐĞ ?ǁĞ ?ůůĚŽĂ ? ?ŚŽƵƌƚƌŝĂůĂŶĚǁĞĞǆƉĞĐƚǇŽƵ
not to come bacŬ ? ?ŝƚƐĞĞŵƐƚŽŵĞĂďŝƚŽĨĂ ŶŽƚĂǁĂƐƚĞ ?ŝƚ ?ƐŶŽƚƚŚĞƌŝŐŚƚǁŽƌĚ ?
buƚĂŵŝƐƐĞĚŽƉƉŽƌƚƵŶŝƚǇ ? /ŐƵĞƐƐ ?ŽĨĞŶĐŽƵƌĂŐŝŶŐƉĞŽƉůĞ ƚŽ ƚĂŬĞĐŽŶƚƌŽůŽǀĞƌ
ƚŚĞŝƌƌĞŚĂď ?ĂŶĚŐĞƚŽƵƚĂŶĚadapt ƚŽƚŚĞŝƌŶĞǁůŝĨĞƐƚǇůĞ ?ǇŽƵŬŶŽǁ/ƐĞĞƚŚĂƚĂƐ
an essential part of rehab really ? ?^ĞŶŝŽƌKd 4) 
 “And I think it really just you know assists in the coming to terms and sort of 
ĂĚũƵƐƚŝŶŐƚŽůŝǀŝŶŐǁŝƚŚĂĚŝƐĂďŝůŝƚǇŝĨƚŚĞǇ ?ƌĞůĞĨƚǁŝƚŚĚŝƐĂďŝůŝƚǇĨƌŽŵƚŚĞŝƌƐƚƌŽŬĞ
as well it allows you to try ĂŶĚŽǀĞƌĐŽŵĞŝƚĂƐďĞƐƚǇŽƵĐĂŶ ? (Senior OT 17) 
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From what is known in the literature about stroke survivors ? perceptions of recovering 
from a stroke, they experience a sense of loss both in their roles and identity and can 
struggle to adapt to their disability, requiring considerable work to rebuild their lives 
(Pound et al., 1998; Casey et al., 2008; Lamb et al., 2008). Therefore, if home visits 
ĞŶĂďůĞĂƉĂƚŝĞŶƚƚŽĐŽŵĞƚŽƚĞƌŵƐǁŝƚŚƚŚĞĚŝĨĨŝĐƵůƚŝĞƐƚŚĞǇ ?ůůĞŶĐŽƵŶƚĞƌĂƚŚŽŵĞ ?they 
are likely to be going some way to addressing the difficulties most encountered by 
patients following their return home. However, some may question the impact a short 
home visit can have on the long-term adjustment process. Hence, further work is 
required to ascertain the potential longer term effects a home visit may have.  
It would seem that the value a home visit had in supporting a patient and their family 
to adjust was seen as a luxury, where overcoming functional difficulties and patient 
safety takes priority. However, the ability of the visit to enable patients to accept and 
manage their problems, which was also highlighted in the expert findings, needs to be 
considered. This could potentially be a cost-effective outcome, with patients being 
enabled to problem solve and cope with the difficulties they face on their return home. 
It may also prevent hospital readmissions as a result oĨĂ ‘ĨĂŝůĞĚ ?ĚŝƐĐŚĂƌŐĞ ?  
In view that the home visit was perceived to be of such value in enabling patients to 
adjust to their lives after stroke, this requires further investigation, both quantitatively 
in terms of patient outcomes, and qualitatively in order to gain the patient perspective 
about what constitutes adjustment and whether a home visit can have an impact on 
this.  
 
5.4.2.4. Preventing harm                  
A predominant reason given for completing a home visit was to facilitate a safe 
discharge home. It was believed that the home visit could prevent falls and hospital 
readmissions by ensuring the patient had been discharged back into the community 
 ‘ƐĂĨĞůǇ ? ? 
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Modifications to the home environment and the use of equipment were again seen to 
be part of this process. It was also believed the home visit had the capacity to facilitate 
a discharge home for patients who had previously been deemed unsafe in hospital. The 
home environment was seen as a better means of identifying these issues, as patients ?
homes were unique and posed different problems for different patients: 
 “/ƚŚŝŶŬƚŚĞǇ ?ƌĞĂƌĞĂůǀaluable tool that we have as OTs to use and I think they 
are useful for us and the patient and the MDT and the patients family  ?ƚƌǇĂŶĚ
minimise risks for people and hopefully prevent readmission to hospital and 
allow it to highlight any risks and things and how they may be overcome ? 
(Senior OT 17)  
 “To ensure that the patient is going to be safe in their own environment and to 
make sure that yeah all the equipment is there that they need ? ?^ĞŶŝŽƌKd 8) 
 “&ŽƌƚŚĞƐtroke patients the big one is mobility and looking at managing risks of 
falls at home, so I'd be looking from an OT point of view at, access, floor 
covering sort of circulation space in and around the home. Looking at, I mean if 
they are at the point where they are able to do some kitchen tasks,  looking at 
how the layout of the home can improve their safety when they are doing those 
things ?(Senior OT 19)  
 “What type of things might you do to help manage those problems? ? 
(Interviewer) 
 “Well for example if it is in the kitchen, looking at equipment provision, maybe 
looking at the set-up of the kitchen is there any way we can change maybe the 
location of certain items to make things a little easier for the patient?, to keep 
them a little bit safer, bringing things down to a more appropriate level for 
them ? (Senior OT 19)  
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There were cases reported in hospital where it was thought a patient may not manage 
safely at home and, therefore, a home visit was undertaken to give that person the 
opportunity to demonstrate their abilities at home. This enabled the OT to consider the 
risks and decide if a discharge home was feasible: 
 “,ĞŝƐƐƚŝůůƚŚĞƌĞ ?ĂƚŚŽŵĞ ? ?ŵĂǇďĞa year and a half two years down the line so I 
am gůĂĚŚĞ ?ƐƐƚŝůůƚŚĞƌĞĂŶĚŽďǀŝŽƵƐůǇŵĂŶĂŐŝŶŐ ?ƵƚǇĞƐ ?ŚĂĚƚŚĞŝŶĨŽƌŵĂƚŝŽŶ
just been received this is where he lived and how he lived, it probably would 
have just been deemed that it [the home] ǁĂƐŶ ?ƚƐƵŝƚĂďůĞ ? (Senior OT 16) 
The perception that the discharge destination would have been different if the home 
visit had not been completed emphasised the importance placed on the role a home 
ǀŝƐŝƚĐĂŶƉůĂǇŝŶĂƉĂƚŝĞŶƚ ?ƐĨƵƚƵƌĞ ?dŚĞŚŽŵĞǀŝƐŝƚǁĂƐĂůƐŽƉĞƌĐĞŝǀĞĚƚŽŝĚĞŶƚŝĨǇƚŚŽƐĞ
patients who would not be safe at home and therefore who were not ready to be 
discharged from the hospital environment. The senior OTs described situations where 
they had experienced a different set up at home to that reported by a patient or their 
relative during discussions in hospital, again reflecting the belief that the home visit 
offers a better assessment:  
 “You can only really identify that when they are in their home because 
ĞǀĞƌǇďŽĚǇ ?ƐŚŽŵĞŝƐƐŽĚŝĨĨĞƌĞŶƚ ?^ŽŵĞŽŶĞĐĂŶƐĂǇƚŽǇŽƵŽŚŝƚ ?ƐůĞǀĞů ?ŝƚ ?ƐĨŝŶĞ ?/
can get on and off thĞƌĞ ?ƐŶŽƉƌŽďůĞŵ ?ĂŶĚ/ĐĂŶŐĞƚŽŶĂŶĚŽĨĨŵǇďĞĚŶŽ
ƉƌŽďůĞŵĂŶĚ/ũƵƐƚŶĞǀĞƌĨŽƌŐĞƚƐŽŵĞŽĨƚŚĞƚŚŝŶŐƐ/ ?ǀĞƐĞĞŶŽƵƚƚŚĞƌĞŝŶƚŚĞ
ĐŽŵŵƵŶŝƚǇƚŚĂƚŝƚ ?ƐƵŶƌĞĂů ?^ŽŵŽƐƚŽĨƚŚĞƚŝŵĞ/ǁŽƵůĚĚŽĂŚŽŵĞǀŝƐŝƚƵŶůĞƐƐ
there was, you know unless I was a hundred percent sure that was fine. But the 
value of a home visit is much greater ? (Senior OT 13) 
Senior OT 15 reflects how she ĐŽƵůĚŚĂǀĞƐĞŶƚƐŽŵĞŽŶĞŚŽŵĞ ‘ƵŶƐĂĨĞůǇ ?ŚĂĚshe not 
completed a home visit which highlighted difficulties:  
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 “We went out into like an out-house passageway area, and there was gas 
canisters all out there, and she proceeded to try and move them around and 
turn them on and all sorts of odd behaviour when we got her home, yet on the 
ǁĂƌĚ ďĞĐĂƵƐĞ ƐŚĞ ŐŽƚ ƵƐĞĚ ƚŽ ƚŚĞ ƌŽƵƚŝŶĞ ƉŽƐƚ ƐƚƌŽŬĞ ? ƐŚĞ ?Ě ĂĐƚƵally sort of 
ďƵŝůƚ ŚĞƌ ƐŬŝůůƐ ƵƉ ŝŶ ƚŚĂƚ ǀĞƌǇ ƉƌŽƚĞĐƚŝǀĞ ĞŶǀŝƌŽŶŵĞŶƚ ƚŚĂƚǁĂƐŶ ?ƚ ƉĂƌƚŝĐƵůĂƌůǇ
ĐŚĂůůĞŶŐŝŶŐƚŽŚĞƌ ?ďƵƚŽŶĐĞǁĞƉƵƚŚĞƌŝŶŚĞƌŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚƐŚĞ ?ĚĂĐƚƵĂůůǇ
ůŽƐƚƚŚĞŵĞŵŽƌŝĞƐĨŽƌĂůŽƚŽĨǁŚĂƚǁĂƐŐŽŝŶŐŽŶ ?^ŽƐŚĞĐŽƵůĚŶ ?ƚŐŽŚŽŵĞ ?Ƶƚ
I was stunned afterwards, and I thought I could have sent that lady home to 
such a vulnerable situation and not been aware ? (Senior OT 15) 
There was a belief that, in certain cases, if a home visit had not been completed, a 
patient may have been at risk and memorable examples were provided where the 
senior OTs described patients who could have been discharged and not coped safely. 
The perception that home visits can prevent patients from coming to harm is one 
which is discussed in the literature (Nygard et al., 2004; Atwal et al., 2008a; Drummond 
et al., 2012).  
Brandis (1998) in her research of an OT service for early supported discharge (ESD) 
after stroke, reported that the ESD OTs had felt some of the patients ? homes should 
have been visited prior to discharge and, in one case, a patient was readmitted to 
hospital as the home was found to be too hazardous. Hale (2000) also gives accounts 
from OTs who perceived that a home visit would have prevented hospital readmission. 
It is cases like these that OTs are likely to remember and which, in turn, could shape 
their future decisions as to whether a home visit is required or not. OTs have a 
professional and legal responsibility to their patients and experiencing an instance 
whereby a patient may have been put at risk, due to a lack of perceived  action on the 
OTs part, emerged as an influence on the OTs clinical reasoning and home visiting 
practice. Conversely the impact of not completing a home visit, and the patient being 
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ĚĞĞŵĞĚ ‘ƵŶƐĂĨĞ ?ĂŶĚďĞŝŶŐĚŝƐĐŚĂƌŐĞĚƚŽĂůƚĞƌŶative accommodation, has a 
considerable ŝŵƉĂĐƚŽŶĂƉĂƚŝĞŶƚ ?ƐƋƵĂůŝƚǇŽĨůŝĨĞĂŶĚĐŽŶƚƌŽůŽĨƚŚĞŝƌĨƵƚƵƌĞ, which 
poses equal risks. This finding reflects the importance the home visit is perceived to 
have in determining a ƉĂƚŝĞŶƚ ?ƐĚŝƐĐŚĂƌŐĞĚĞƐƚŝŶĂƚŝŽŶ ? 
The home visit was believed to offer a unique insight into how patients respond to, and 
perform in, their home environment. The home visit was perceived to be a bespoke 
assessment, offering a patient centred approach to the discharge planning process by 
supporting patients to be equipped to overcome their disabilities as a result of their 
stroke, on their return home. Three main ways in which a home visit achieved this were 
reported; overcoming functional problems, allowing time to adjust to life after stroke, 
and preventing patient from coming to harm. 
 
5.4.3. The timing of the home visit      
The overall purpose of the home visit, whether it was to overcome functional 
difficulties, to address safety issues or to adjust to life after stroke, was reported to 
influence the timing of the visit. This finding is of interest as the timing of the home 
visit seemed to impact on the perceived value of the visit.   
Home visits that were undertaken to identify patient goals focusing on recovery and 
what a patient needed to achieve in order to return home, were generally reported to 
ďĞĐŽŵƉůĞƚĞĚĞĂƌůŝĞƌŝŶĂƉĂƚŝĞŶƚ ?ƐƌĞŚĂďŝůŝtation.  Home visits that were completed for 
the purposes of discharge planning and identification of home modifications were 
generally perceived to be better completed in the run-up to a patient being discharged, 
to ŝĚĞŶƚŝĨǇĂƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐŽŶƚŚĞŝƌƌĞƚƵƌŶŚŽŵĞ ? 
/ŶƚĞƌŵƐŽĨĂƉĂƚŝĞŶƚ ?ƐƌĞĐŽǀĞƌǇ ?ďŽƚŚƉŚǇƐŝĐĂůůǇĂŶĚƉƐǇĐŚŽůŽŐŝĐĂůůǇ ?ƚŚĞƌĞǁĞƌĞ
differing opinions on when a home visit should be completed to ensure it was of 
greatest value to the patient. There was a perception that too much information about 
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ŵĂŶĂŐĞŵĞŶƚĂƚŚŽŵĞ ?ƚŽŽƐŽŽŶ ?ĐŽƵůĚŚŝŶĚĞƌĂƉĂƚŝĞŶƚ ?ƐƌĞĐŽǀĞƌǇ ?dŚŝƐǁĂƐŝŶĐŽŶƚƌĂƐƚ
to senior OTs who believed completing a home visit earlier ŝŶĂƉĂƚŝĞŶƚ ?ƐƌĞŚĂďŝůŝƚĂƚŝŽŶ
ĐŽƵůĚŝŵƉƌŽǀĞĂƉĂƚŝĞŶƚ ?ƐŵŽƚŝǀĂƚŝŽŶĂŶĚƚŚĞƌĞĨŽƌĞ ?ĞŶŚĂŶĐĞƌĞĐŽǀĞƌǇĂŶĚĂĚũƵƐƚŵĞŶƚ
ƚŽůŝĨĞĂĨƚĞƌƐƚƌŽŬĞ ?ƉĂƚŝĞŶƚ ?ƐŝŶĚŝǀŝĚƵĂůĂĚũƵƐƚŵĞŶƚĂŶĚĂn OTs approach to home 
visiting practice influenced decisions about the timing of the visit:  
 “/ ?ŵƌĞůƵĐƚĂŶƚƚŽĚŽƚŚĞŵƚŽŽĞĂƌůǇďĞĐĂƵƐĞ/ĨĞĞůƚŚĞŶǇŽƵ ?ƌĞŶĞǀĞƌƚŚĂƚĐůĞĂƌ
ĂďŽƵƚǁŚĂƚǇŽƵ ?ƌĞĂƐƐĞƐƐŝŶŐĨŽƌ ?^ŽƚŚĞǇƚĞŶĚƚŽďĞĚŽŶĞĂǁĞĞŬŽƌƚǁŽǁĞĞŬƐ
ƉƌŝŽƌƚŽƚŚĞŵŐŽŝŶŐŚŽŵĞ ?/ĨĞĞůƚŚĞƌŝƐŬŽĨĚŽŝŶŐƚŚĞŵƚŽŽĞĂƌůǇŝƐƚŚĂƚǇŽƵƌƵŝŶ
their confidence and their kind of view of what home is going to be like when 
ƚŚĞǇ ?ƌĞĚŝƐĐŚĂƌŐĞĚ ?ƚŚĞŶǇŽƵǁĂŶƚƚŽĐƌĞĂƚĞĂƐƌĞĂůŝƐƚŝĐƉŝĐƚƵƌĞĂƐǇŽƵĐĂŶƌĞĂůůǇ
on the home visit ? (Senior OT 18) 
 “Sometimes if you give too much information too soon it can have a negative 
response where it does actually increase anxiety. Because people are given the 
ƌĞĂůŝƚǇƚŽŽƐŽŽŶ ?ĂŶĚŝƚĐŽƵůĚďĞƚŚĂƚƚŚĞƉĂƚŝĞŶƚƐŽŶƚŚĞǁĂƌĚĂůŝƚƚůĞďŝƚůŽŶŐĞƌ
because its increased the anxiety of the spouse or the relatives, when they 
realise ǁŚĂƚƌĞƐƉŽŶƐŝďŝůŝƚǇŝƚ ?ƐŐŽŝŶŐƚŽďĞ ? (Senior OT 15) 
 “WƌĞǀŝŽƵƐůǇǁŚĞŶ/ ?ǀĞǁŽƌŬĞĚŽŶĚŝĨĨĞƌĞŶƚƵŶŝƚƐ ?/ ?ǀĞĚŽŶĞƚŚĞŵƋƵŝƚĞĞĂƌůǇ
ŽŶ ?ƐŽƚŚĂƚ/ĐĂŶƚŚĞŶ ? ? ?ĐŽŵĞďĂĐŬƚŽƚŚĞƌĞŚĂďƵŶŝƚĂŶĚƐĂǇƚŽƚŚĞĐůŝĞŶƚƐ ?ƌŝŐŚƚ ?
ƚŚŝƐŝƐǁŚĂƚǁĞŶĞĞĚƚŽǁŽƌŬŽŶ ?ƚŚŝƐŝƐŚŽw it gives the client more motivation 
ĂŶĚǇŽƵŬŶŽǁ ?ŽĨƚĞŶƐĂǇŝĨƚŚĞǇ ?ǀĞďĞĞŶŽŶĂŶĂĐƵƚĞǁĂƌĚĨŽƌŵĂŶǇ ?ŵĂŶǇ
ǁĞĞŬƐĂŶĚƚŚĞǇ ?ǀĞĐŽŵĞƚŽƵƐ/ ?ǀĞƚŚŽƵŐŚƚǁĞůůƚŚĞǇũƵƐƚŶĞĞĚƚŝŵĞƚŽƉƵƚ
ĞǀĞƌǇƚŚŝŶŐŝŶƚŽƉĞƌƐƉĞĐƚŝǀĞĂŶĚ ?ŵĂŬĞŝƚƌĞĂůĂŐĂŝŶ ?ďƵƚ ?ƚŚĞƵŶŝƚ/ǁŽƌŬ in now 
ŝƚŚĂƐďĞĞŶ ?ƚŚĞĐƵůƚƵƌĞŚĂƐďĞĞŶƚŽĚŽĂŚŽŵĞǀŝƐŝƚǀĞƌǇĐůŽƐĞƚŽĚŝƐĐŚĂƌŐĞ ?ƐŽ
ŝƚ ?ƐŵŽƌĞĂďŽƵƚŵĂŬŝŶŐƐƵƌĞƚŚĂƚƚŚĞĞƋƵŝƉŵĞŶƚ ?ƐŐŽŶĞŝŶ ? (Senior OT 4)  
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These differing experiences and opinions again add to the evidence that home visiting 
practice was diverse and depended not only ŽŶƚŚĞƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐbut also the senior 
Kd ?Ɛ individual clinical reasoning and the culture of the unit the senior OTs worked on. 
ƉĂƚŝĞŶƚ ?ƐůĞŶŐƚŚŽĨŚŽƐƉŝƚĂůƐƚĂǇĂůƐŽŝŵƉĂĐƚed on this; if the patient was only 
admitted for a short period of time the home visit was naturally likely to be completed 
closer to their discharge. Certain senior OTs reflected that they had had to adjust to 
different practices or they were attempting to make changes within their team. This 
again indicated the potential diversity in home visiting practice across the UK and a 
need to investigate the reasons why different types of home visits were being 
completed, and whether this was due to patient need and/or OT preference. Both of 
these reasons could be justifiable, however, these findings highlight the complexity of 
this intervention and the difficulty in defining a single core value of home visits. 
Although this should not be a problem, due to the likely multiple values of this practice, 
it is important to ensure all potential outcomes are measured appropriately. 
This theme highlighted a link between what the home visit aimed to achieve and the 
timing of the home visit.  
 
5.4.4. Instances where the value of the home visit may be limited  
The home visit was generally described in positive terms. However, there were four 
themes that developed, where the senior OTs reported a home visit may not be of 
value to the patient or where the value of the home visit may be limited: 
 
1. Patients who have cognitive problems 
2. Patients being discharged to a care home 
3. Patient fatigue 
4. Patient anxiety 
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It was felt important to acknowledge and also discuss these factors as they may conflict 
with the value a home visit could provide to a patient. These factors therefore should 
be considered when evaluating this practice.  
 
5.4.4.1. Patients who have cognitive problems     
There were mixed perceptions about the value of a home visit for patients who had 
cognitive impairment after stroke. It was perceived that patients who had cognitive 
impairment may not understand why the home visit is taking place. Therefore, rather 
than supporting the patient to adjust and/or recover it was believed a patient could 
become confused and distressed as a result of the home visit:  
 “ ? some of the patients you would be unsure about, would probably be those 
that maybe already have pre-existing memory problems, so they might not 
really understand what the purpose of a home assessment is and be able to 
ŐƌĂƐƉƚŚĞĐŽŶĐĞƉƚŽĨǁŚĂƚǇŽƵ ?ƌĞĚŽŝŶŐƐŽŝƚŵŝght be quite distressful to take 
ĨƌŽŵŚŽŵĞĂŶĚƚŚĞŶďƌŝŶŐƚŚĞŵďĂĐŬ ? (Senior OT 6) 
 “Well one home visit I remember doing was for a lady who had quite severe 
memory problems following her sƚƌŽŬĞ ?ǁĞƚŽŽŬƚŚĞůĂĚǇƚŽƚŚĞƉƌŽƉĞƌƚǇĂŶĚŝƚ
was quite a distressing experience, really for the patient, the therapist and the 
family members because the patient was walking into different rooms and then 
saying, 'Whose house are we in?' and 'Is this house for sale?' and 'Are you the 
ĞƐƚĂƚĞĂŐĞŶƚ ? ? ?^ŽƚŚŝŶŐƐŐŽƚƋƵŝƚĞĐŽŶfused and it was difficult to say whether 
or not the patient felt benefit from that visit because I think she found it quite 
ĐŽŶĨƵƐŝŶŐ ? (Senior OT 2) 
For patients who have reduced memory and lack understanding of the aim and content 
of a home visit, the senior OTs expressed concerns about the eĨĨĞĐƚĂ ‘ƐŚŽƌƚ ?ǀŝƐŝƚŵĂǇ
have on the patient. They had concerns about the negative outcomes a home visit had 
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on a patient ?s mood due to the stress and confusion of returning home. Therefore the 
value of having home visit was potentially reduced.  
Interestingly, ŝŶƚŚĞ ‘ĨƵŶĐƚŝŽŶĂůƌĞĐŽǀĞƌǇ ?ƐƵď-ƚŚĞŵĞŽĨƚŚĞ ‘ďĞƐƉŽŬĞŝŶƚĞƌǀĞŶƚŝŽŶ ?
theme, it was reported that patients who had cognitive impairment benefited from 
more time at home prior to discharge to enable practice and repetition of tasks. 
Therefore this theme highlighted that those patients with cognitive impairment may 
require a different approach to a home visit if the OTs are to facilitate a successful 
return home. Rather than completing a home visit that focuses on assessment with 
what may seem abstract tasks being performed, it could be preferential to the patient 
to focus more on supporting skill acquisition, compensating for their difficulties and 
giving them time to adjust to their return home. This may reflect the different 
approaches in assisting patients in overcoming functional problems, reported 
previously.   
Harris et al. (2008) support the notion that, as a result of cognitive impairment and 
characteristics of the home environment, some patients may be more independent in 
the hospital whereas others may manage better in a more familiar environment. These  
contrasting examples are of interest and indicate that the outcomes of a home 
ĂƐƐĞƐƐŵĞŶƚĨŽƌĂƉĂƚŝĞŶƚǁŚŽŚĂƐĐŽŐŶŝƚŝǀĞŝŵƉĂŝƌŵĞŶƚĚĞƉĞŶĚƐŽŶƚŚĞƉĂƚŝĞŶƚ ?s level 
of understanding, but that  time to  enable the patient to recognise and adjust to being 
at home was required. 
If a home visit was being completed to determine whether a patient should return 
home, it would seem unethical to complete a home visit with a patient who was 
unlikely to perform any differently to that in hospital, and where it is likely to cause a 
patient to become distressed. However, the issue of capacity should be considered 
here, as patients may become distressed on a home visit but may equally choose to be 
given, and indeed need, that chance to return home, in order to make their own 
decisions about returning home. Capacity should be assumed and all reasonable steps 
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should be taken to ensure a patient is supported during an assessment of their capacity 
when making decisions (Mental Capacity Act, 2005), including decisions about 
returning home. This theme highlighted that patients with cognitive impairment were 
at risk of experiencing distress depending on the focus of the home visit. This needs to 
be considered when planning and undertaking a home visit with this group of patients 
and all necessary steps should be taken to reduce potential anxiety for patients who 
have cognitive impairment. 
 
5.4.4.2. Patients being discharged into a care home     
The senior OTs generally reported they did not complete home visits to care homes as 
there was a belief that the patients ? ongoing needs, in terms of equipment provision 
and care would be met and the OT role would become  ‘ǀŽŝĚ ? ?/ƚǁĂƐƐƚĂƚĞĚƚŚat the role 
an OT may have, when someone was discharged home in terms of modifying their 
home environment and assisting with functional tasks, should be met by the care 
home. However, it was acknowledged that not all care homes had the necessary 
equipment, but this did not result in a home visit being deemed necessary. This 
indicates the influence of resource and decisions being made based on who was 
responsible for equipment provision. For some it was policy not to do any home visits 
to nursing homes, with the senior OTs indicating the resource implications and higher 
management perceiving home visits were not necessary for patients being discharged 
to nursing homes: 
 “/ƚŝƐĂĚĞƉĂƌƚŵĞŶƚƉŽůŝĐǇƚŚĂƚǁĞĚŽŶ ?ƚĂĐƚƵĂůůǇĚŽĂŶǇǀŝƐŝƚƐĨŽƌĂŶƵƌƐŝŶŐŚŽŵĞ
unless it is specialist and the reason it is because the nursing home should have 
ŝƚƐŽǁŶƚƌĂŝŶŝŶŐĨŽƌŵŽǀŝŶŐĂŶĚŚĂŶĚůŝŶŐƐŽ/ǁŽƵůĚŶ ?ƚďĞŽĨĨĞƌŝŶŐĂŶǇƚƌĂŝŶŝŶŐ
ĂƌŽƵŶĚ ƚŚĂƚ ĂŶĚ / ĐĂŶ ?ƚ ŽĨĨĞƌ ĂŶǇ ĞƋƵŝƉŵĞŶƚ ĞŝƚŚĞƌ ƵŶůĞƐƐ ŝƚƐ ƐƉĞĐŝĂůŝst so my 
ĨƵŶĐƚŝŽŶ ?ƐǀŽŝĚƌĞĂůůǇ ? (Senior OT 11) 
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 “What we do find is some of the equipment recommended by the physios here 
for transferring like sample turners, rotundas and they use quite frequently in 
ƚŚŝƐŚŽƐƉŝƚĂů ?ĂŶĚĂůŽƚŽĨƚŚĞŶƵƌƐŝŶŐŚŽŵĞƐĚŽŶ ?ƚŚĂǀĞƚŚĂƚĞƋƵŝƉŵĞŶƚĂŶĚ
often say ƚŚĂƚƚŚĞǇ ?ƌĞŶŽƚƚƌĂŝŶĞĚƚŽƵƐĞŝƚ ?^ŽƚŚĞŶŽďǀŝŽƵƐůǇǁĞŶĞĞĚƚŽďĞǀĞƌǇ
ĐůĞĂƌĂďŽƵƚŚŽǁƚŚĂƚƉĞƌƐŽŶ ?ƐŐŽŝŶŐƚŽďĞƚƌĂŶƐĨĞƌƌĞĚǁŚĞŶƚŚĞǇŐĞƚƚŽƚŚĞŝƌ
destination ? (Senior OT 6) 
The senior OTs did not report that they completed home visits to nursing homes for the 
ƉƵƌƉŽƐĞŽĨƐƵƉƉŽƌƚŝŶŐĂƉĂƚŝĞŶƚ ?ƐŽŶŐŽŝŶŐĨƵŶĐƚŝŽŶĂůƌĞĐŽǀĞƌǇ ?dŚŝƐ indicated that the 
senior OTs perceived patients going to live in a nursing home had less potential to 
recover at this stage after their stroke. Patients going into nursing homes are likely to 
be more disabled and dependent, which would indicate a lower chance of longer-term 
recovery. Interestingly it was reflected that if a patient was mobile and going into a 
care home, there might be a reason for completing a home visit, indicating that the 
level ŽĨĂƉĂƚŝĞŶƚ ?ƐĚĞƉĞŶĚĞŶĐǇ influenced perceived levels of recovery and in turn 
home visit decisions for this group of patients:  
 “Sometimes people have gone, might be living there because of their needs but 
ĂƌĞŶ ?ƚĂĐƚƵĂůůǇďĞĚďŽƵŶĚǁŝƚŚĂŶ electric wheelchair say, so we might have 
ŐŽŶĞƚŚĞŶ ?/ĨƚŚĞƌĞ ?ƐĂŶŝƐƐƵĞ ?ŝĨƉĞŽƉůĞĂƌĞǀĞƌǇŝůůƚŚĞŶ ?ĂŶĚŝƚ ?ƐĂŶƵƌƐŝŶŐŶĞĞĚ
ƚŽŐŽŝŶƚŽĂŶƵƌƐŝŶŐŚŽŵĞ ?ŶŽǁĞǁŽƵůĚŶ ?ƚďĞĐĂƵƐĞƚŚĞŝƌŶƵƌƐŝŶŐŶĞĞĚƐǁŽƵůĚďĞ
met, but if they are up and about but might have some extra medical problem, 
then I suppose it might ?(Senior OT 9) 
The impact resources had on decision making processes was also highlighted, with 
patients being discharged to residential and nursing care homes described as being less 
of a priority: 
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 “/ ?ŵĂĨƌĂŝĚ/ĚŽŶ ?ƚ, no ƵŶůĞƐƐŝƚ ?ƐŶŽ ? ?ƵŶĨŽƌƚƵŶĂƚĞůǇǁĞŚĂǀĞŶ ?ƚŐŽƚƚŚĞƚŝŵĞĨŽƌ
ƚŚĂƚ ?ĂŶĚ ŝĨĂƚ ƚŝŵĞƐŽƵƌƐƚĂĨĨŝŶŐ ŝƐĂƉƌŽďůĞŵĨƌŽŵƚŚĞĚĞƉĂƌƚŵĞŶƚŐƵŝĚĞůŝŶĞƐ
that we have people returning to residential or special nursing homes are less of 
a priority ? (Senior OT 7) 
The senior OT interviews did not explore in-depth the specific topic of home visits to 
care homes, so it was not possible to make further interpretations. However, it was felt 
ŝŵƉŽƌƚĂŶƚƚŽĂĐŬŶŽǁůĞĚŐĞƚŚĂƚ ‘ƚŝŵĞƚŽĂĚũƵƐƚ ?ǁĂƐŶŽƚĚĞƐĐƌŝďĞĚĂƐĂƌĞason for 
completing a home visit for a patient going into a care home; even though many of 
these patients will not only be adjusting to their stroke, but also to a new home 
environment and one they will be sharing with people they are unlikely to have met 
before. 
The findings suggest adjusting to life after stroke may not be a priority for OTs with this 
group of patients. However, considering that between 20 and 40 percent of residents 
in care homes are likely to be there as a result of stroke (Hudson et al., 2007), and in 
the UK approximately 11% of stroke survivors are newly admitted to care homes 
(National Audit Office, 2010), education of care home staff on the specialist input a 
patient has been receiving post-stroke, is an important concern. Although it was 
perceived that nursing homes should meet the needs of a patient, as suggested by 
some of the senior OTs, this may not always be the case and there appears to be a lack 
ŽĨĐŽŶƐŝĚĞƌĂƚŝŽŶĂďŽƵƚĂƉĂƚŝĞŶƚ ?ƐƋƵĂůŝƚǇŽĨůŝĨĞ ? 
It could be argued that this is a stroke population that is being neglected in terms of 
ŽŶŐŽŝŶŐƌĞŚĂďŝůŝƚĂƚŝŽŶ ?ŶŽƚŶĞĐĞƐƐĂƌŝůǇƚŚƌŽƵŐŚƚŚĞƌĂƉŝƐƚƐ ?ĐŚŽŝĐĞ ?ďƵƚďĞĐĂƵƐĞŽĨƚŚĞ
ŶĞĞĚƚŽƉƌŝŽƌŝƚŝƐĞĂŶĚƵƐĞƌĞƐŽƵƌĐĞƐ ‘ĞĨĨĞĐƚŝǀĞůǇ ?.  
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5.4.4.3. Patient fatigue         
There was a perception that home visits can be very tiring for patients and can result in 
fatigue. The senior OTs described that they carry out a number of functional tasks in a 
relatively short period of time. This may not be representative of how a patient may go 
about their daily tasks on their return home, particularly for those patients who suffer 
from fatigue. Therefore, in certain circumstances, the home visit was perceived to have 
a negative impact on patients who suffer from fatigue following their stroke: 
 
 “Disadvantages well one of the things is the amount of energy that it takes for a 
stroke patient to go out home, I think that can be a bit of a disadvantage for 
them, because for even a short home visit we tend to find patients, when they 
return to hospital they are quŝƚĞĨĂƚŝŐƵĞĚĂŶĚŝƚ ?ƐƐŽŵĞƚŚŝŶŐƚŚĂƚĂůŽƚŽĨƉĞŽƉůĞ
ĚŽŶ ?ƚĞǆƉĞĐƚƚŚĞƚŝƌĞĚŶĞƐƐ ? (Senior OT 19) 
 “/ƚ ?ƐĞǆƚƌĂŽƌĚŝŶĂƌŝůǇƚŝƌŝŶŐ ?^ŽǁŚĂƚǁĞĐĂŶĨŝŶĚ ?ĞƐƉ ĐŝĂůůǇƉĞŽƉůĞǁŚŽ ?ǀĞŚĂĚ
haemorrhagic strokes, you know fatigue is such a massive problem for them, 
they cĂŶďĞƐŽƚŝƌĞĚƚŚĂƚǇŽƵĚŽŶ ?ƚƌĞĂůůǇŐĞƚĂŐŽŽĚƉŝĐƚƵƌĞ ? (Senior OT 12) 
If fatigue is an issue for a patient, the content and timing of a home visit need to be 
taken into consideration to ensure the tasks performed, in the time available, reflect an 
accurate picture of how a patient would go about completing ADL on their return 
home.             
 
5.4.4.4. Patient anxiety  
Although the senior OTs reported that patients can feel more comfortable performing 
ADL at home on a visit, it was also reported that patients can experience anxiety as a 
result of the home visit. In order to alleviate the potential stress and anxiety a home 
visit may cause, some of the senior OTs reported that they involved the patient in the 
decision making process about the visit: 
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 “I givĞƚŚĞŽƉƚŝŽŶŽĨĨĞƌĞĚƚŽƚŚĞƉĂƚŝĞŶƚĂŶĚĞǆƉůĂŝŶŝŶŐƚŽƚŚĞŵǁŚǇ/ ?ŵĚŽŝŶŐ
their home visit and if they feel they would like a home visit to increase their 
ĐŽŶĨŝĚĞŶĐĞ ?/ƚŚŝŶŬĂůŽƚŽĨƚŚĞŵƚŚĞǇĨĞĞůŝƚŝƐĂǁĂǇĨƌŽŵƚŚĞǁĂƌĚĂŶĚĨŽƌƚŚĞŵ
to feel confident again in their own environment. ? (Senior OT 7) 
Senior OT 12 had also introduced a patient-centred approach to home visits to enable 
patients to become more involved in the home visit, in an attempt to alleviate concerns 
they may have about the process:  
 “ ?ďǇchanging the whole emphasis as it being a service for the patient that they 
ĐŚŽŽƐĞŽƌĚĞĐůŝŶĞ ?ƚŚĂƚǁĞŽĨĨĞƌĨŽƌƚŚĞŵƚŽĨŝŶĚŽƵƚŚŽǁƚŚĞǇĨĞĞůƚŚĞǇ ?ůů
manage at home.  /ƚƉƵƚƐƚŚĞƉĂƚŝĞŶƚǀĞƌǇŵƵĐŚŝŶĐŽŶƚƌŽůĂŶĚǁĞ ?ǀĞƐĞŶĂ
significant difference, you know a reduction in the stress of patients.  Because I 
ƚŚŝŶŬƚŚĞǇƚŚŝŶŬŝƚ ?ƐĂƚĞƐƚ ?  ^ŽƚŚĂƚ ?ƐĂďŝŐĚŝĨĨĞƌĞŶĐĞǁĞĐĂŶŵĂŬĞ ?ďƵƚǁĞ ?ƌĞĂ
ůŽƚƐůŽǁĞƌŽŶƚŚŝƐǁĂƌĚǇŽƵƐĞĞ ?ƐŽǁĞ ?ƌĞŶŽƚĂŶĂĐƵƚĞŚŽƐƉŝƚĂů ? 
Interestingly, this senior OT refers to the lack of pressures encountered in the 
community setting when compared to an acute setting and perceives this enabled 
them to take a patient-centred approach to home visits: 
 “tĞŚĂǀĞŶ ?ƚŐŽƚƚŚĂƚďĞĚƉƌĞƐƐƵƌĞ ?ǁĞĚŽŚĂǀĞƚŚĞŵďƵƚǁĞ ?ǀĞŶŽƚ ?ǇŽƵŬŶŽǁ
ǁĞ ?ƌĞǀĞƌǇŵƵĐŚŝŶcontrol as to when somebody goes home or not, whereas on 
ĂŶĂĐƵƚĞǁĂƌĚŝƚ ?ƐŬŝŶĚŽĨƚŚĞŵĞĚŝĐƐƚŚĂƚĚĞĐŝĚĞŽŶŝƚ ?  ^ŽǁĞŚĂǀĞ ?ƚŚĂƚ ?ƐĂďŝŐ
luxury for us ƚŚĂƚĂůŽƚŽĨƉĞŽƉůĞĚŽŶ ?ƚŚĂǀĞ ? (Senior OT 12) 
As with the expert findings, the senior OTs reported that patients can become anxious 
about the outcome of home visits, but by involving them more in the discharge and 
home visit process these anxieties can be alleviated. 
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5.4.5. Summary  
The senior OTs reported a number of reasons why OT home visits were of value to 
patients who were recovering from stroke. These included overcoming functional 
difficulties, adjusting to life after stroke and preventing patients from coming to harm 
on their return home.  
 
The key value of the visit was believed to be its bespoke nature and the insight it 
offered into how a patient managed to complete functional activities within their home 
environment. Hence, the home visit provided a more comprehensive assessment when 
compared to a hospital assessment. 
The senior OTs believed that the specific value of a home visit may differ between 
individual patients, with a number of factors, including cognitive, physical and 
psychological difficulties, influencing this. dŚĞĨŝŶĚŝŶŐƐŝŶĚŝĐĂƚĞƚŚĂƚĂ ‘ŽŶĞ-rule-fits-all ? 
approach to home visiting is unlikely to be successful, as patients are individuals with 
their own unique needs and home environments which impact on their ability to 
complete ADL. Therefore OTs who routinely complete home visits without questioning 
the specific value for individual patients, may be completing home visits that are 
neither patient-centred nor of value. 
It was identified that taking a patient-centred approach to practice may be more 
difficult for OTs working in acute settings, where the pressure to discharge patients is 
high but enabling a safe discharge is prioritised. However, the senior OTs perceived the 
value a home visit can have, in addressing issues that relate to a meaningful life after 
stroke, was of importance and some felt this should be a priority.  
There were differing opinions about the value of completing a home visit for the 
purpose of supplying equipment, with some senior OTs reporting this was the main 
purpose of their visits and others believing home visits should focus more on a 
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ƉĂƚŝĞŶƚ ?ƐƌĞĐŽǀĞry. This may reflect the diverse characteristics of patients and the 
different approaches OTs take towards home visits and stroke rehabilitation. 
Investigation into patient perceptions of home visits would identify patient priorities 
and will support OTs when making home visit decisions with their patients.  Chapter six 
reports on the findings from interviews with patients and offers a comparison with the 
perceptions of the experts and the senior OTs interviewed, when reviewing the value of 
home visits after stroke. 
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Chapter Six: The value of pre-discharge occupational therapy 
ŚŽŵĞǀŝƐŝƚƐĨŽƌƉĂƚŝĞŶƚƐǁŚŽŚĂǀĞŚĂĚĂƐƚƌŽŬĞ PWĂƚŝĞŶƚƐ ?
perceptions and opinions 
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6.1. Introduction 
This chapter presents the findings from the analysis of the interviews with the patient 
participants (to be referred to as patients from here on). This chapter discusses the 
patientƐ ? perceptions of the value of home visits after stroke. The sample and research 
procedures are firstly reported; the results are then presented and discussed. 
 
6.2. Patient participant sample 
Eight patients who had agreed to take part in the single centre RCT of home visits after 
stroke (the HOVIS study), took part in this research. Seven of the patients had been 
selected at random to have a home visit, and one of the patients was identified as 
needing a home visit prior to discharge from hospital (therefore was recruited to the 
ZdƐƚƵĚǇĂƐĂŶ ‘ĞƐƐĞŶƚŝĂů ?ƉĂƌƚŝĐŝƉĂŶƚ- Appendix 1: essential home visit criteria). None 
of the patients had received an access visit whilst in hospital, but one of the patients 
had returned home prior to their home visit which was completed on the day of their 
discharge. All of the other visits were completed in advance of discharge.  
 
Five of the patients were male and three were female. The ƉĂƚŝĞŶƚƐ ?ĂŐĞƐƌĂŶŐĞĚĨƌŽŵ
63-84. Seven of the patients were White British and one was White European. Two of 
the patients lived alone, five with a partner/spouse and one with their family. Four of 
the patients had had an ischaemic stroke, three had had a haemorrhagic stroke and 
one had had both an infarct and a haemorrhage. One of the patients had had a 
previous stroke. One patient had aphasia.  
 
The Addenbrookes Cognitive Examination Revised version (ACR-R) was used to assess 
the level of the ƉĂƚŝĞŶƚƐ ?ĐŽŐŶŝƚŝǀĞŝŵƉĂŝƌŵĞŶƚ at baseline when recruited. The mean 
ACE-R score for the participants was 72 (with a range from 36-96). Cut-off scores of <88 
give 94% sensitivity and 89% specificity for dementia, and cut-off <82 give 84% 
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sensitivity and 100% specificity for dementia (Mioshi, 2006). The majority of the sample 
did have some level of cognitive impairment according to the screen, which is likely to 
be reflective of a stroke population at this early stage of recovery (RCP, 2012). It should 
be noted that the participant scoring 36 could not complete parts of the assessment 
due to their aphasia.   
 
The eight patients interviewed included patients with low, moderate and severe levels 
of disability and dependency according to the Modified Rankin Scale (van Swieten et 
al., 1988). The functional ability of the patients was recorded for pre-admission 
baseline and at one week post discharge when the interview took place, using the 
Barthel Index.  The Barthel Index is a well-recognised disability scale used to determine 
ĂƉĂƚŝĞŶƚ ?ƐůĞǀĞůŽĨŝŶĚĞƉĞŶĚĞŶĐĞŝŶ> ?ĐŽŶƐŝƐƚŝŶŐŽĨ ? ?ƐĞůĨ-care and mobility 
components (Sulter et al., 1999). The modified version of the Barthel Index was used in 
this study, with the score ranging from 0-20, with the lower scores indicating a higher 
level of dependency in ADL (Collin et al., 1988). All of the patients scored between 18-
20 for their abilities prior to admission to hospital, indicating that they were reasonably 
independent with personal care and mobility. The Barthel Index scores at baseline 
assessment following recruitment to the RCT ranged from two to 15 with a mean score 
of 8, indicating a range of functional abilities, with those scoring 8 being less 
independent with personal care and mobility. The interviews were all completed within 
11 days of discharge from hospital and the Barthel Index scores at this point ranged 
from six to 19 with a mean of 13.25. 
 
The patient sample was demographically diverse with the exception of ethnicity. Please 
refer to table 2 for further details about the patient sample characteristics. 
 
 
 
 
131 
 
Table 2: Patient participant characteristics 
ID  Gender Age Marital status 
Level of ADL 
independence 
(Barthel Index 
at baseline) 
Level of 
cognition 
(ACE-R) 
Level of ADL 
independence  
(Barthel Index at 
time of 
interview) 
1 Male 67 
Lived with 
partner 
11 83 17 
2 Female 76 Widow 14 59 17 
3 Male 79 Married 2 36 6 
4 Female 84 Widow 15 76 19 
5 Male 78 
Lived with 
partner 
5 74 14 
6 Male 72 Married 3 73 7 
7 Male 79 Married 8 79 17 
8 Female 63 Divorced 7 96 9 
 
6.3. Interview procedures 
All of the patients provided informed consent to take part in the study. The interviews 
ƚŽŽŬƉůĂĐĞĂƚƚŚĞƉĂƚŝĞŶƚƐ ?ŚŽŵĞƐĂƉƉƌŽǆŝŵĂƚĞůǇŽŶĞǁĞŬĂĨƚĞƌĚŝƐĐŚĂƌŐĞĨƌŽŵ
hospital. During four of the interviews a carer/relative was present for all/part of the 
interview. 
 
One of the patients, who had memory difficulties, could not remember certain aspects 
of her home visit, but with prompts she was able to remember and offer her 
perceptions of the experience. The majority of the patients, even those without 
cognitive impairment, required prompts to remember the exact visit in question, 
despite this being explained prior to discharge, during consent and then before the 
interview started. Because the interviews were undertaken one week post discharge, 
the patients were likely to have had a number of therapists/ care workers/health 
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professional visiting them ?ǁŚŝĐŚŵĂǇĂĐĐŽƵŶƚĨŽƌƚŚĞŵŶĞĞĚŝŶŐƚŽĐŽŶĨŝƌŵƚŚĞ ‘ŚŽŵĞ
ǀŝƐŝƚ ?ŝŶƋƵĞƐƚŝŽŶ ? 
 
One patient had expressive aphasia so although they were able to answer and respond 
to questions, the responses were limited to short sentences as opposed to gaining an 
in-depth description of their experience.  
These interviews lasted between 12 minutes and 47 minutes. 
 
6.4. The findings 
6.4.1. Overview 
The findings indicated that the home visit was perceived to be of value in setting up the 
ƉĂƚŝĞŶƚ ?ƐŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚĂŶĚƐƵƉƉŽƌƚŝŶŐĂŶĚ/or checking that a patient was going 
to cope on their return home from hospital. 
  
As with the expert and senior OT findings, the patients perceived that home visits may 
not be required for all patients returning home after stroke. The findings indicate ways 
in which the value of a home visit may be improved upon, including a focus on patient 
concerns, ADL practice and more time being given for discussion. Extra time and 
support on the home visit may be required to assist those individuals who are returning 
home to live alone and who have limited social support.  
 
Four themes were developed that outline the perceived value of home visits after 
stroke:  
 
1. Pleased to be on their way home 
2. Preparing the home and the patient for discharge 
3. Limited time on the visit 
4. The necessity of the home visit  
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6.4.2. The themes  
6.4.2.1. Pleased to be on their way home 
The home visit was perceived by the patients as a step closer to getting home. The 
patients expressed that they were pleased to be going on a home visit as it got them 
ŽƵƚŽĨƚŚĞŚŽƐƉŝƚĂůĂŶĚƌĞƚƵƌŶŝŶŐŚŽŵĞǁĂƐŝŶƐŝŐŚƚ ?tŽƌĚƐƐƵĐŚĂƐ ‘ĨƌĞĞĚŽŵ ? and 
 ‘ƌĞůŝĞǀĞĚ ?ǁĞƌĞƵƐĞĚďǇƚŚĞƉĂƚŝĞŶƚs to describe the feeling of knowing that they were 
on their way home. Some of the patients were however indifferent to having a home 
visit, ďƵƚĞǆƉůĂŝŶĞĚƚŚĂƚŝƚǁĂƐďĞƚƚĞƌƚŚĂŶƐŝƚƚŝŶŐŝŶŚŽƐƉŝƚĂůĂŶĚďĞŝŶŐ ‘ďŽƌĞĚ ?. Other 
patients stated that they were willing to conform to anything that would mean they 
could get home: 
  
 “I was quite happy in as much as I kneǁƚŚĂƚƚŚĞĨĂĐƚ/ ?ĚŐŽƚĂŚŽŵĞǀŝƐŝƚƚŚĞǇ
were considering me, releasing me from hospital so I was quite happy to 
conform with anything that would encourage them to say, you can go homĞ ? 
(Patient 1) 
  
 “/ƚǁĂƐŶŝĐĞƚŽŐĞƚďĂĐŬŚŽŵĞĂŶĚŚĂǀĞĂůŽŽŬƌŽƵŶĚ ?ƵƚǁŝƚŚƚŚĞŝĚĞĂƚŚĂƚ/
ŵŝŐŚƚďĞĐŽŵŝŶŐŚŽŵĞǀĞƌǇƐŽŽŶŶŽǁŝƚ ?ƐĞǀĞŶĂďŝŐƌĞůŝĞĨĞǀĞŶƚŽƚŚŝŶŬƚŚĂƚ ? 
(Patient 7) 
  
 “/ǁĂƐĚĞĂĚĐŚƵĨĨĞĚĂďŽƵƚŐŽŝŶŐŚŽŵĞĂŶĚƐŚĞ ?ůĂƵŐŚƚĞƌ ?ƌĞŵŝŶĚĞĚŵĞ/ǁĂƐŶ ?ƚ
that I was going back I was only coming home for a visit ? (Patient 2) 
 “How did you feel about that? ? (interviewer) 
 “Well it was better than nothing better than sitting in tears in hospital ? (Patient 
2). 
  
 “tĞůůǇŽƵǇŽƵ ?ƌĞŐŽŝŶŐ ? ? ?ŚŽŵĞĂŶĚ ? ? ?ĂŶĚŝƚƐĨƌĞĞĚŽŵ ? (Patient 3) 
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 “I felt I was going to get home which was the only thing I wanted...I was quite 
elated I was going to get home in the not too distant future ? (Patient 5)  
 
The patients expressed that they were aware they would be returning home on 
discharge and that the visit was part of the discharge planning process. Although 
previous literature reports that the home visit can be an anxiety-provoking experience 
for patients (Clarke and Dyer, 1998; Atwal et al., 2008b), this was not evident with this 
group of patients, who expressed that the home visit had given them hope of returning 
home soon. This may have been because the patients did not believe that the outcome 
of the home visit would impact on their discharge destination. Also certain patients in 
this study had not been asked to practise tasks therefore the potential for participants 
to feel a pressure to perform may have been removed. However, those patients who 
practised tasks such as climbing the stairs or making a hot drink did not report any 
ĐŽŶĐĞƌŶƐĂďŽƵƚ ‘ĨĂŝůŝŶŐ ?ƚŚĞŚŽŵĞǀŝƐŝƚĂŶĚŶŽƚďĞŝŶŐĂďůĞƚŽƌĞƚƵƌŶŚŽŵĞĞŝƚŚĞƌ ?dŚŝƐ
may have also been because the OTs and patients had already anticipated the 
problems the patient would encounter on their return home and resolved them prior 
to the visit. Hence, tŚĞǀŝƐŝƚǁĂƐŶ ?ƚƐĞĞŶĂƐĂŵĞƚŚŽĚŽĨĚĞƚĞƌŵŝŶŝŶŐǁŚĞƚŚĞƌƚŚĞ
patient could return home and therefore the associated pressure that this may cause 
ƉĂƚŝĞŶƚƐǁĂƐŶ ?ƚĞǀŝĚĞnt with this group of patients. 
 
The home visit was generally perceived to be a pleasant experience which precipitated 
ĂƉĂƚŝĞŶƚ ?ƐƌĞƚƵƌŶŚŽŵĞ ?WĂƚŝĞŶƚƐĞǆƉƌĞƐƐĞĚƚŚĂƚƚŚĞǇǁĞƌĞƉůĞĂƐĞĚƚŽďĞƌĞƚƵƌŶŝŶŐ
home and that the home visit had given them the hope that this would happen in the 
near future. 
  
6.4.2.2. Preparing the home and the patient for discharge?  
The patients perceived the main focus of the visit had been to check that their home 
environment was suitable for them to manage on their return home. However the 
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home visit had not always succeeded in this aim and some patients reported problems 
instigating recommendations made on the home visit. 
 
Descriptions of setting up equipment and removing potential trip hazards were 
provided. The patients reported that the equipment provided included toilet frames, 
commodes and high stools. Some patients also stated that referrals had been made for 
further home modifications, such as rails and half steps to access their property. 
Equipment was taken on some of the home visits but for others the equipment was 
provided after the visit ŽŶĐĞĂƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐŚĂd been further assessed at home:  
  
 “dŚĞƌĞ ?ƐĂǁŚĞĞůĐŚĂŝƌ ?ĂǌŝŵŵĞƌ ?ĂŚŝŐŚƐƚŽŽůƐŽƚŚĂƚ/ĐĂŶƐŝƚĂƚƚŚĞƐŝŶŬĂŶĚ
wash my face and hopefully peel potatoes or something like that or anything... 
that I needed to do at the sink ďĞĐĂƵƐĞ/ĐĂŶ ?ƚƐƚĂŶĚĨŽƌůŽŶŐ before you, before 
ŝƚŚƵƌƚƐ ?ďƵƚƐŽƚŚĂƚ ?ƐǁŚǇƚŚĞŚŝŐŚƐƚŽŽůǁĂƐƚŚĞƌĞĂŶĚ/ĐĂŶ ?ƚƚŚŝŶŬŽĨĂŶǇƚŚŝŶŐ
that they missed to be honest ? (Patient 1) 
  
 “Well its Ğƌŵ ?>ŽŶŐƉĂƵƐĞ ?/ŬŶŽǁ/ŬŶŽǁǁĞŚĂĚ ?ĂƌĂĂƌĂŵƉ ? 
and (Clear throat, then pause), we tried it equipment ? ? ?WĂƚŝĞŶƚ ?) 
  
 “I showed them my eating facilities they thought it might be helpful to have a 
trolley that I could push into the room instead of the zimmer carrying things and 
/ĐŽƵůĚŶ ?ƚǁĂůŬǇŽƵƐĞĞ ? (Patient 4) 
  
 “/ĚŽŶ ?ƚƚŚŝŶŬƚŚĞƚŽŝůĞƚĨƌĂŵĞǁĂƐƚŚĞƌĞŽŶƚŚĞŚŽŵĞǀŝƐŝƚĐŽǌ/ǁŽƵůĚŚĂǀĞ
ůŽŽŬĞĚĂƚŝƚ ?ĐŽǌ/ĚŝĚŶ ?ƚƌĞĐŬŽŶ/ŶĞĞĚĞĚŽŶĞ ?ďƵƚ/ĚŽŶĞĞĚŽŶĞƚŽŐĞƚƵƉĨƌŽŵ
the toilet actually ? (Patient 2) 
  
The home visit ǁĂƐƉĞƌĐĞŝǀĞĚƚŽŚŝŐŚůŝŐŚƚƉŽƚĞŶƚŝĂůĨƵŶĐƚŝŽŶĂůƉƌŽďůĞŵƐƚŚĂƚŚĂĚŶ ?ƚ
been considered by the patients. It was perceived that the problems patients may 
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encounter with tasks such as transfers and accessing different parts of their property 
could be anticipated and overcome. Those patients who were confident that they 
would manage on their return home perceived that the visit took place to confirm this 
to the OT. For certain patients, the home visit was perceived to have been an essential 
part in identifying how they would manage on their return home and to overcome 
potential problems: 
   
 “Well you can see if you can, you think you can do this that and the other and 
you can see if you can do a bit of it when you came home. I knew I could walk 
and so I did ? (Patient 2) 
  
 “/ĐŽƵůĚĨƌŽŵƚŚĞŝƌƉŽŝŶƚŽĨǀŝĞǁŽďǀŝŽƵƐůǇǇŽƵĐĂŶ ?ƚũƵƐƚƐĞŶĚƐŽŵĞďŽĚǇŚŽŵĞ
ĂŶĚŐĞƚĂƉŚŽŶĞĐĂůůƐŽƌƚŽĨĂĚĂǇůĂƚĞƌƐĂǇŝŶŐ/ĐĂŶ ?ƚĚŽƚŚĂƚ, so the fact that... 
ƚŚĞŚŽŵĞǀŝƐŝƚǁĂƐƚŚĞƌĞĨŽƌƚŚĞŝƌƉŽŝŶƚŽĨǀŝĞǁƚŽƐĞĞƚŚĂƚ/ ?ĚďĞ alright ? 
(Patient 1) 
 
 “tŝƚŚŽƵƚĂĚŽƵďƚ ?ŝƚǁĂƐƚŚŝŶŐƐƚŚĂƚ/ŚĂǀĞŶ ?ƚĞǀĞŶƚŚŽƵŐŚƚĂďŽƵƚ ?ƚŚĞŚĞŝŐŚƚŽĨ
ƚŚĞďĞĚƚŚĞĂŵŽƵŶƚŽĨƐƚĞƉƐĨƌŽŵƚŚĞƐƚĂŝƌƐ ?ǁŽƵůĚ/ďĞĂďůĞƚŽƵƐĞƚŚĞƐƚĂŝƌůŝĨƚ ?
ŽďǀŝŽƵƐůǇ/ ?ŵĂďŝƚďŝŐŐĞƌƚŚĂŶ ? ? ? ?ƉĂƌƚŶĞƌ ? ?/ũƵƐƚƚŚŽƵŐŚƚŝƚĚŽĞƐŶ ?ƚŵĂƚƚĞƌ/ ?ůů
ƐƚŝůůĨŝƚŝŶƚŚĞƌĞ ?/ĚŽďƵƚƚŚĞƌĞŝƐŶ ?ƚƚŚĞĐůĞĂƌĂŶĐĞ/ƉĞƌĐĞŝǀĞĚďĞƚǁĞĞŶƚŚĞƐƚĂŝƌ
ƌĂŝůĂŶĚŵǇŬŶĞĞƐ ?ŝĨƚŚĞƌĞŚĂĚŶ ?ƚďĞĞŶĂŚŽŵĞǀŝƐŝƚƚŚŝŶŐƐĐŽƵůĚŚĂǀĞŐŽŶĞ
disastrously wrong ? (Patient 5) 
 
It was apparent that not all of the patients had practised tasks that were identified as 
difficult, or attempted to use the equipment prescribed for use at home. For those 
patients (1,5,6,8) who were more physically dependent and required the use of a 
wheelchair and equipment to assist them to stand and transfer, the lack of practice 
may have been because, whichever setting they were in, their ability to transfer would 
have remained the same. IĨƚŚĞƌĞǁĞƌĞŶ ?ƚĂŶǇĞŶǀŝƌŽŶŵĞŶƚĂůŝƐƐƵĞƐƚŚŝƐǁŽƵůĚŶŽƚ
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affect their ability to move at home. Also the home visit may have focused on the 
emotional and psychological aspects, as previously identified in the expert and senior 
OT findings.  ,ŽǁĞǀĞƌ ?ƚŚŝƐǁĂƐŶŽƚĞǀŝĚĞŶƚĨƌŽŵƚŚĞƉĂƚŝĞŶƚƐ ?ŽǁŶƌĞĨůĞĐƚŝŽŶƐ ?ĂƐ the 
patients perceived that the main reason for the home visit had been to setup their 
home environment: 
  
 “And did you practice using the high stool when you were on the home visit? ? 
(Interviewer) 
 “EŽ ?/ĚŝĚŶ ?ƚŬŶŽǁ /ŚĂǀĞƚŽƐĂǇŝƚǁĂƐũƵƐƚƚŚĞƌĞ ?ƵƚŝƚǁĂƐũƵƐƚ ?/ŚĂǀĞƚŽƐĂǇ
they adjusted the legs to suit my height ? (Patient 1) 
 “And did you practice getting on and off the commode? ? (Interviewer) 
 “EŽ/ĚŝĚŶ ?ƚƚŚĞŶ ?ŶŽƚƚŚĞƌĞ ?Ƶƚ/ ?ĚŚĂĚĞǆƉĞƌŝĞŶĐĞŽĨĚŽŝŶŐƚŚĂƚŝŶŚŽƐƉŝƚĂů ? 
(Patient 1) 
  
 “Ƶƚ/ĚŝĚŶ ?ƚƐĞĞƚŚĞƐĞŶƐĞŝŶƵƐŝŶŐǇŽƵƌĚŽĚŐǇůĞŐƚŽĐŽŵĞĚŽǁŶǁŝƚŚƚŽƉƵt 
ǇŽƵƌǁĞŝŐŚƚŽŶƚŽĐŽŵĞĚŽǁŶƚŚĞƐƚĂŝƌƐƚŚŝƐǁĂƐƚŚĞďĞƚƚĞƌŽŶĞ ? ? ?ƚŚĞŽŶĞ/ ?ŵ
sure of yeah ? (Patient 2) 
 “So which way did you practice it? ? (interviewer) 
 “/ĚŽŶ ?ƚŬŶŽǁĚŝĚ/ŽŶůǇĚŽŝƚŽŶĐĞ ? “(Patient 2) 
 “zeah ?(Daughter) 
 
Although patients felt more prepared for their return home, as a result of a home visit, 
certain patients encountered problems with their equipment and the 
recommendations made on the visit. This was a cause of frustration and a hindrance to 
functional independence: 
  
 “/ĚŝĚŶ ?ƚĞǀĞŶƉƌĂĐtiĐĞƚŚĞĞƋƵŝƉŵĞŶƚ ? we would have found out that commode 
ĚŝĚŶ ?ƚǁŽƌŬ ?>ĂƵŐŚƚĞƌ ? ?ǇŽƵƐĞĞ ?ƚŚĞǇũƵƐƚƉƵƚƚŚŝŶŐƐĚŽǁŶĂŶĚ/ƐĂǇƚŚĞǇ ?ƌĞ
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ƚŚŽƵŐŚƚĨƵůďƌŝŶŐŝŶŐĞǀĞƌǇƚŚŝŶŐǁŚĂƚǁĂƐŽŶƉĂƉĞƌƚŚĞƌĞ ?ƚŚĞǇƐƵŐŐĞƐƚƚŚĂƚ
would be helpful to me and then that was it ? (Patient 4) 
  
Patient four goes on to say how this situation may have been improved: 
  
 “Well the only improvement that I can think of is that once they deliver their 
stuff which they are supposed to deliver, they check it first, before they leave it 
behind. BeĐĂƵƐĞŝĨŝƚŝƐŶŽƚǁŽƌŬŝŶŐŝƚ ?ƐŶŽƵƐĞŶŽƌŽƌŶĂŵĞŶƚ ? (Patient 4) 
 
Durham (1992), reported that the identification of equipment needs on a home visit, 
for patients with stroke and brain injury was perceived to be of significant value in 
ĞŶŚĂŶĐŝŶŐĂƉĂƚŝĞŶƚ ?s functional abilities, and stated these changes may not have been 
identified had the home visit not been undertaken. Hence, it can be seen that, when 
equipment is not in place for discharge, this impacts on a paƚŝĞŶƚ ?ƐĂďŝůŝƚǇƚŽĐŽŵƉůĞƚĞ
ADL. Nygard et aů ? ? ? ? ? ? ?ƌĞƉŽƌƚĞĚƚŚĂƚƉĂƚŝĞŶƚƐ ?ĨƌƵƐƚƌĂƚŝŽŶƐĂďŽƵƚƌĞƚƵƌŶŝŶŐŚŽŵĞ
tended to be due to problems with equipment/home modifications. This is of interest 
when considering the perceptions of certain senior OTs, who had looked unfavourably 
on the value of focusing on equipment provision on a home visit. This will be discussed 
in chapter seven. 
 
ĐĐĞƐƐŝŶĂŶĚŽƵƚŽĨƉĂƚŝĞŶƚƐ ?ŚŽŵĞƐwas a difficulty experienced by the patients, 
either because they were wheelchair dependent or could not independently negotiate 
steps. For those patients who lived alone and who had limited social support from 
family and friends, accessing money was identified as a key difficulty in relation to 
undertaking actions recommended from the home visit:  
  
 “I mean I need all these things it ?ƐĞǆƉĞŶƐĞĂƐǁĞůůŝƐŶ ?ƚŝƚ ?ƚƚŚĞŵŽŵĞŶƚ/ŽŶůǇ
ŐŽƚďĂŶŬĂĐĐŽƵŶƚƐĂŶĚ/ĐĂŶ ?ƚŐĞƚĂĐĐĞƐƐƚŽŝƚƵŶůĞƐƐ/ǀŝƐŝƚƚŚĞŵĂŶĚĂƐ/ ?ŵ
ŚŽƵƐĞďŽƵŶĚĂƚƚŚĞŵŽŵĞŶƚŝƚ ?ƐǀĞƌǇĚŝĨĨŝĐƵůƚ ?/ŚĂǀĞŶ ?ƚďĞĞŶǇĞƚ ? (Patient 4) 
139 
 
 “/ ?ůůŐŝǀĞǇŽƵƐŽŵĞĞǆĂŵƉůĞƐ ?ŝƚǁĂƐĂŐƌĞĞĚƚŚĂƚŽǀer the bath we have two grab 
rails which were in there from...  ?WĂƌƚŶĞƌ ?Ɛ ?ĨŝƌƐƚŚƵƐďĂŶĚǁŚĞŶŚĞǁĂƐŝůůĂŶĚ/
said when I was in getting showered I would have them because there that far 
apart which makes you feel unsteady, but we have been told that if we want a 
grab rail there they  ?ƐŽĐŝĂůƐĞƌǀŝĐĞƐ ?ǁŝůůĚŽĂĚĞůŝǀĞƌǇŝŶĂďŽƵƚƐŝǆǁĞĞŬƐ ?ƚŝŵĞ
ǁĞůůǁĞ ?ƌĞŚĂǀŝŶŐƚŚĞŚŽƵƐĞĂůƚĞƌĞĚƐŽǁĞŐŽƚƚĂƐŚŽǁĞƌĚŽǁŶƐƚĂŝƌƐĂŶĚƚŽŝůĞƚ
ĚŽǁŶƐƚĂŝƌƐĂŶĚǁĞǁŽŶ ?ƚŶĞĞĚƚŚĞŵƚŚĞŶ ? (Patient 5) 
 
Patients who return home to live alone accept a certain level of vulnerability. Health 
ĂŶĚƐŽĐŝĂůĐĂƌĞƐĞƌǀŝĐĞƐĐĂŶŶŽƚďĞĞǆƉĞĐƚĞĚƚŽƉƌŽǀŝĚĞƐĞƌǀŝĐĞƐ ‘ŝŶĐĂƐĞ ?ƐŽŵĞƚŚŝŶŐ
happens and OTs cannot be responsible for personally checking that every piece of 
equipment is in working order; this should be the responsibility of the equipment 
provider. However, what was evident in this study was that although the issue of 
vulnerability was addressed prior to discharge, the practicalities of arranging the 
recommendations to be completed for a patient who has limited social support, was 
difficult.  
 
/ĨĂƌĞĐŽŵŵĞŶĚĂƚŝŽŶŝƐŶŽƚĚĞĞŵĞĚ ‘ĞƐƐĞŶƚŝĂů ?ƉƌŝŽƌƚŽĚŝƐĐŚĂƌŐĞŝŶƚĞƌŵƐŽĨƐĂĨĞƚǇ ?
patients may be discharged and have the responsibility of arranging these devices 
themselves. Patient four, who had been left with this scenario expressed that they had 
felt abandoned: 
  
 “The ambulance people came and collected me and there was a debate about if 
I could take the zimmer home or not, they were just going to dump me in front 
of the door like a sack of potatoes and that was it. Then I came in and I sat here 
and waited for over an hour before somebody came ? (Patient 4) 
  
The other patient (2) in this study who was female and lived alone had a very 
supportive daughter and although she had a similar level of needs to participant 4 and 
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potentially was more vulnerable in terms of reduced cognition, she felt supported 
socially by her daughter, who was present during her interview.  
  
It would seem that, although the intention to support patients in their transition home 
was perceived by the patients as a value of the home visit, this was not always realised 
for certain patients. Interestingly, the literature suggests that one of the key 
therapeutic elements a home visit can offer is supporting a patient and their carer in 
the transition from hospital to home and providing a realistic picture of how the 
patient will cope on their return home (Rogers, 1989; Durham, 1992). If the 
recommendations made, following home visits are not put in place, inevitably the value 
of the visit will be diminished, hence the need for patients to be supported to ensure 
actions are undertaken. 
 
It would seem that the aim of the home visit with the patients in this study was to set 
up the home environment with the necessary equipment and for some patients to 
practise transfers and kitchen tasks, but for others practice was not the focus. What is 
not clear in the literature is the amount of practice that is, or should be, undertaken, on 
a home visit.  It may be unrealistic to think practising tasks such as stairs and kitchen 
activities on a short home visit would enable patients to manage better on their return 
home. However, if a patient is not given the opportunity to practise tasks on a home 
visit, its therapeutic value may be limited. The RCP guidelines state that patients that 
have been affected by stroke should be given as much opportunity as possible to 
practise ADL (RCP, 2012). It would therefore seem appropriate that OTs undertaking 
home visits consider not only setting the environment up, but also practising tasks in 
ŽƌĚĞƌƚŽŝŵƉƌŽǀĞĂƉĂƚŝĞŶƚ ?ƐĂďŝůŝƚǇƚŽƵŶĚĞƌƚĂŬĞŵĞĂŶŝŶŐĨƵůĞǀĞƌǇĚĂǇĂĐƚŝǀŝƚŝĞƐŽŶ
their return home.  
What also needs to be noted is that, with one exception, this group of patients was 
randomly selected to have a home visit as part of the HOVIS study.  Although home 
visits were common practice prior to the HOVIS trial beginning, seven of the eight 
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patients were not identified as needing a home visit, as per the HOVIS study 
recruitment guidelines. This may have also influenced the content of the home visit 
including a lack of practice. For example the Westmead Home Safety Assessment 
(Clemson, 1997) formed part of the intervention, and was something that the OTs had 
to complete, which steered the focus of the visit towards falls prevention. 
 
The patients perceived that their home visit was of value in assisting them to prepare 
for their discharge home, by ensuring the home environment was set up. However, in 
reality, for certain patients problems identified on the visit were not overcome; this 
resulted in frustration. These frustrations mainly linked to recommendations from the 
home visit not being realised and problems with the provision of equipment. OTs need 
to enable patients to problem solve when issues such as these arise, which may not 
happen when staff arĞ ‘ďƵƐǇ ?ĂƐƌĞƉŽƌƚĞĚŝŶƚŚŝƐƐƚƵĚǇ. The provision of patient 
information is of key importance here, so they have the information to refer back to 
when problems occur.  
 
6.4.2.3. Limited time on visit 
This theme suggested that the limited time spent on a home visit impacts on the 
discussion that can take place and potentially the amount of practice, therefore 
influencing the value of the home visit for the patient. The home visit for some patients 
felt rushed, further impacting on the satisfaction of this experience for certain patients. 
 
When asked about any negative aspects of their home visit the main issue for the 
patients was that there had been limited time on the visit, which was described as 
 ‘ƐŚŽƌƚ ? ?Some of the patients expressed that they would have liked to have stayed 
longer at home. There were descriptions of taxis being late which, for some patients, 
had meant reducing the length of the visit. There was also a perception that the home 
ǀŝƐŝƚǁĂƐŶ ?ƚƚŚŽƌŽƵŐŚ, due to tŚĞƚŚĞƌĂƉŝƐƚďĞŝŶŐ ‘ďƵƐǇ ? ?ƚŚŝƐƌĞƐƵůƚĞĚŝŶĂƉĂƚŝĞŶƚ
questioning how effective their visit had been. The lack of time on the home visit was 
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associated with the therapists not being able to thoroughly talk through patient/carer 
concerns. However, it was expressed that although more time at home would have 
been useful, it may then have been harder to return back to hospital:  
  
 “Too short, it was almost as if they had been told to be back in a couple of hours 
or whatever ? (Patient 5) 
 “^ŽǁŽƵůĚǇŽƵŚĂǀĞƉƌĞĨĞƌƌĞĚŝƚƚŽŚĂǀĞďĞĞŶůŽŶŐĞƌ ? ? (Interviewer) 
At least 20 minutes to half an hour ? (Patient 5) 
 “ŶĚǁŚǇǁĂƐƚŚĂƚ ? ? (Interviewer) 
 “ ?ǁĞĚŝĚŶ ?ƚĚŝƐĐƵƐƐ ?ǁŚĂƚƚŚĞǇĚŝĚŶ ?ƚŬŶŽǁƚŚĂƚ/ǁĂƐ  ? ? ? ?ƉĂƌƚŶĞƌƐ ?ĐĂƌĞƌĂŶĚ
that would have been brought up had we had longer. All those things that they 
ŶĞĞĚĞĚƚŽŬŶŽǁƚŚĞǇĚŝĚŶ ?ƚŐĞƚƚŽŬŶŽǁ ? (Patient 5) 
  
 “They picked up all the rugs that could be dangerous to me, that I might trip 
ŽǀĞƌŝƚ ?ďƵƚ ?ƉĂƵƐĞ ? ?ǁĞůů ?WĂƵƐĞ ?/ĚŽŶ ?ƚŬŶŽǁŝĨŝƚŚĞůƉĞĚŽƌŶŽƚ ? (Patient 4) 
 “^ŽǇŽƵ ?ƌĞŶŽƚƐƵƌĞ ? ? (Interviewer) 
 “EŽ/ ?ŵŶŽƚ  “(Patient 4) 
 “tŚǇĚŽǇŽƵƚŚŝŶŬƚŚĂƚŝƐ ? ? ? ? ? (Interviewer) 
 “Because things are done a bit slap happy, that is the point they are not 
ƚŚŽƌŽƵŐŚĞŶŽƵŐŚ ?ƚŚĂƚ ?ƐǁŚĂƚ ?ƚŚĞǇĂůůƐĞĞŵƚŽďĞŝŶsuch a hurry and that is 
actually the ƚŽƉĂŶĚďŽƚƚŽŵŽĨƚŚŝŶŐƐ ? (Patient 4) 
 
 “WƌŽďĂďůǇŝĨ/ ?ĚŚĂǀĞƐƚŽƉƉĞĚĂŶǇůŽŶŐĞƌ ?ŝƚǁŽƵůĚŚĂǀĞƉƵůůĞĚĂďŝƚŚĂƌĚĞƌ ? 
(Patient 6) 
  
It should however be noted that patient two identified that they had not felt rushed at 
all on their home visit: 
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 “EŽ/ĚŝĚŶ ?ƚƉĂƌƚŝĐƵůĂƌůǇĨĞĞůƌƵƐŚĞĚŶŽ/ĚŝĚŶ ?ƚƚŚŝŶŬ ?/ũƵƐƚĞŶũŽǇĞĚŝƚĂŶĚ/
ĞŶũŽǇĞĚƚŚĞũŽƵƌŶĞǇĂƐǁĞůůďŽƚŚǁĂǇƐ ?/ĐŽƵůĚŚĂǀĞĂůǁĂǇƐĞǆƚĞŶĚĞĚŝƚŝĨ/ ?Ě
had wanted to stay for another cup of tea or cake or whatever, I could have 
stayed a bit longer there was no ƵƌŐĞŶĐǇƚŚĂƚǇŽƵ ?ĚŐŽƚƚŽŐĞƚƚŚĂƚĚƌĂŶŬĂŶĚ
get off back again. It was quite nice. Quite pleasant ? 
  
The limited time to complete the home visit was perceived by certain patients to have 
resulted in important aspects of returning home not being addressed, including the 
necessary support required. With national stroke targets for patients to be seen for 45 
minutes of therapy each day (NICE, 2013), and an ever increasing demand and squeeze 
on NHS services, OTs are faced with the pressure of limited time. However, if home 
visits are to be of value to patients, OTs who find themselves under pressure to 
complete visits in a limited amount of time, may need to re-consider the content of 
such visits. OTs then need to ensure there is time either at the home or in the hospital 
to address the apprehensions that patients and their carers have about discharge. 
What is of concern here is that some patients ĨĞůƚƚŚĞǇŚĂĚŶ ?ƚŚĂĚƚŚĞŽƉƉŽƌƚƵŶŝƚǇƚŽ
gain access to the support that they felt they required on discharge and perceived that 
more time to discuss this on the home visit may have helped. Regardless of whether 
more support had been available for those patients who had felt they needed it, the 
forum to discuss their concerns was important to patients. 
 
The aim of this research was to investigate the perceived value of home visits for 
patients after stroke. However, the value the home visit may have had in addressing 
the carerƐ ? (i.e. spouse, relative, neighbour, or friend) needs post discharge, which was 
likely to go hand in hand with those of the patients, was also discussed by the patients. 
Carers may be expected to take on a major new role when they themselves may be 
elderly and have their own health problems. This could seem an obvious consideration 
in the discharge planning process, and yet the findings indicate that the needs of the 
ĐĂƌĞƌŚĂĚŶŽƚĂůǁĂǇƐďĞĞŶĂĚĚƌĞƐƐĞĚƚŽƚŚĞƉĂƚŝĞŶƚ ?ƐƐĂƚŝƐĨĂĐƚŝŽŶĂŶĚƚŚĂƚƚŚĞŚŽŵĞ
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visit could have played a better part in this had there been more time. Interestingly 
Atwal et al. (2008b) reported that carers often found the home visit of more value than 
patients, as they tended to alleviate carer concerns as opposed to patients who 
experienced anxiety. Atwal et al. (2012:125), following a systematic review of older 
adults experiences of home visits, reported that  “being open to discussion on how the 
older adult may cope at home, and what strategies he or she may use, has been 
highlighted as an area requiring an open mind and a listening ear ?. It would seem for 
some patients the limitations of time may have impacted on the OTs ability to listen to 
certain patients ? concerns.  
 
It is unlikely OTs are going to be provided with extra time in terms of staffing, and some 
teams may even be losing staff due to cuts in the current financial climate. Therefore it 
is a priority to consider cost-effective ways to maintain/improve OT capacity. Using 
cheaper methods of transport when going on a home visit and not having to rely on 
taxis could easily reduce costs.  
  
6.4.2.4. The necessity of the home visit 
This theme suggests that home visits may not have been necessary for certain patients 
who had supportive social networks to enable them to overcome functional problems 
and may be of more value to those patients who lived alone and had limited support 
from friends and family. It also highlights that some patients, who were confident in 
their abilities to cope at home, had not perceived that their home visit had been 
necessary. 
 
There was an appreciation by the patients that home visits enabled OTs to establish 
how a patient would manage at home and, as described in the previous themes, certain 
patients felt it essential in their preparation to return home. However, other patients 
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did not feel that their home visit had been necessary and were concerned about 
wasting the OTs time:  
 
 “Well I can do things and I know I can do it why do you have somebody wasting 
their time coming asking me again or can I do it or do you want any help doing 
ŝƚ ?tŚĞŶ/ ?ǀĞĂĐŚŝĞǀĞĚƚŚĂƚŵƵĐŚĨŽƌŵǇƐĞůĨ ? (Patient 7) 
 
Interestingly, the patients were reluctant to say anything that may be perceived as 
negative, therefore they reflected that the home visit, although not necessary for 
them, may be of more benefit to other patients, for example for those patients who 
lived alone or in a type of property that hinderĞĚĂƉĂƚŝĞŶƚ ?ƐƌĞƚƵƌŶŚŽŵĞ P  
 
 “From my point of view no, because I understood that every patient is individual 
to a point and that the ǁĂǇŽĨůŝĨĞŝƐĚŝĨĨĞƌĞŶƚǁŚĞƚŚĞƌǇŽƵ ?ƌĞŽŶĂĨůĂƚŝŶĂŚŝŐŚ
story flat or something or a bungalow, but I knew that my situation was the 
carers what do you call them therapists whatever...would be happy with the 
situation and I felt in myself that they knew that I would be able to cope ?
(Patient 1) 
 
 “/ƚŚŝŶŬŝƚ ?ƐƉƌŽďĂďůǇƵƐĞĨƵůŝĨǇŽƵŚĂǀĞŶ ?ƚŐŽt very supportive family to welcome 
you home which I have, I think if you were going to an empty house I think a 
home visit would be very useful because the carers, you know the OTs and that 
ǁŽƵůĚŬŶŽǁǁŚĂƚǇŽƵĐŽƵůĚĂŶĚĐŽƵůĚŶ ?ƚĚŽ ?ƵƚĨŽƌŵĞ/ĚŽŶ ?ƚƚŚŝnk it made a 
big difference ? (Patient 8) 
 
An investigation into the characteristics of patients receiving a home visit after stroke 
found that patients living alone were more likely to receive a home visit (Whitehead, 
2013). This was likely to be linked to the risks of returning home, being reduced if a 
patient lived with someone who could support them, hence, less need for a home visit. 
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Interestingly the outcomes of this study indicated that having a limited social network 
was a key factor influencing a patient ?s experience of returning home, despite whether 
the patient had received a home visit or not. This indicates that regardless of whether a 
home visit was undertaken, ĂƉĂƚŝĞŶƚ ?ƐĞǆƉĞƌŝĞŶĐĞŽĨƌĞƚƵƌŶŝŶŐ home was likely to be 
improved if they have a good social network to support them. 
 
The majority of the patients in this study had good social networks and regular daily 
visits from family and friends and people that they could call upon in an emergency. 
However, patient four lived alone and reported the least support from family/friends 
and experienced the most problems with carrying out the recommendations from the 
home visit. This patient had a higher level of functional ability than the other patients 
in this study and therefore the care calls they received had been reduced by the time of 
the interview, further decreasing the social support available on a daily basis. However, 
the patient ?s confidence, and issues with regards to vulnerability caused them concern:  
  
 “EŽ/ ?ŵƐƵƉƉŽƐĞĚƚŽŚĂǀĞĨŽƵƌǀŝƐŝƚƐ a day: morning, noon, tea time, bed time 
but since they  saw that I can get on myself all these services are withdrawn so 
actually I am on my own from morning till night and if anything happened to me 
nobody would know and I would be lost. They told me to have a button fixed but 
I need an electrician to put a power point, I only got one connection with the 
ƚĞůĞƉŚŽŶĞĂŶĚ/ŚĂǀĞ ?ƚŚĞƌĞ ?ƐŶŽƚŚŝŶŐĐŽŵĞŽĨŝƚǇĞƚďĞĐĂƵƐĞ/ĐĂŶ ?ƚĨŝǆŝƚ ?/ƚ ?ƐĂůů
very well thought out but in reality under the circumstances every case is 
ĚŝĨĨĞƌĞŶƚĂŶĚŝƚ ?ƐĚŝĨĨŝĐƵůƚƚŽŬŶŽǁǁŚĂƚƚŽĚŽĨŽƌƚŚĞďĞƐƚ ?(Patient 4) 
  
Although it could be assumed that those patients living alone are more likely to require 
a home visit in view of their vulnerability, if patients are not then supported to resolve 
problems identified and instigate solutions, the home visit becomes of less value.  
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The belief that if a patient has support from their family and friends on discharge, there 
is less need for a home visit, excludes the potential benefits of a home visit for carers 
who may be undertaking a new role, as previously discussed. Hence the need for 
further investigation into the perceptions of carers of patients who have had a stroke 
which would indicate the value this intervention plays in supporting the carer role.  
 
A further influence on how valuable the patients perceived their home visit to be, 
linked to patient confidence about how they would cope on their return home. Certain 
patients had been confident about their ability to manage at home and reported that 
they had coped well following discharge from hospital. Therefore they had not felt that 
the home visit had added anything to their experience of returning home, because they 
knew that they could overcome and manage their problems themselves and/or with 
the support of others.  
 
Patients also reported how they had found their own ways of solving problems; for 
example one of the patients who was wheelchair dependent had got her friend to carry 
her up and down the steps to her property. Although the OT had looked at access on 
the visit, the suggested route had crossed over a grassed area and the patient did not 
feel this was suitable when it was wet weather. It is unlikely that the OT who 
completed the home visit would have considered ƚŚĞƉĂƚŝĞŶƚ ?ƐĐhoice of method a safe 
option, with a number of moving and handling risks to the patient and her friend. 
However, it had not been something that had been addressed on the home visit and 
although the OT had found a way for the patient to access their property, this had not 
been acceptable to the patient. Clarke and Dyer (1998) also identified that patients 
found alternative methods to overcome their problems at home, compared with those 
recommended on a home visit, and reported that professionals rarely ask about such 
strategies on the visits as they were deemed to be unsafe or less cost-effective than the 
methods that they had recommended.  
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If patients feel that they are capable of solving their own problems they are likely to 
perceive the home visit to be of less value. However, the issue of safety and capacity 
arises here as patients may choose to solve their own functional problems using a 
method that poses safety risks. 
  
6.4.3. Summary 
These patients were generally keen to return home and believed that the home visit 
was a step towards achieving this goal and an experience that they enjoyed. This was 
contrary to expert and senior OT concerns about home visits potentially causing 
patients anxiety. This may suggest that this group of patients did not perceive that the 
home visit could affect their ability to return home. 
 
It was perceived the visit gave the opportunity for the OT to install or identify the 
equipment required and it enabled some of the patients to practise activities they 
found difficult within the home. However, for other patients limited practise took place 
and, although they ŚĂĚ ‘ŶŽĐŽŵƉůĂŝŶƚƐ ?ĂďŽƵƚƚŚŝƐ ?ƚŚĞĚŝĨĨĞƌĞŶĐĞĂŚŽŵĞǀŝƐŝƚŵĂĚĞŝŶ
terms of preparing a patient functionally for their return home, may be questionable. 
The psychological benefits, as described in terms of relief and happiness at the thought 
of returning home, were nevertheless evident. 
 
Interestingly, the home visit was not seen as necessary by all of the patients, 
particularly those who felt that they would manage on their return home and that the 
home visit would not add anything to the discharge planning process. Those patients 
who perceived that they were well-supported socially also felt less need for their home 
visit. However, the patients were reluctant to criticise the value of the home visits and 
highlighted the benefit home visits could offer others in addressing issues that may 
have not been identified, had a home visit not taken place. 
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These findings highlight how the discharge planning process, including home visits for 
this group of patients may be improved.  
 
The issue of limited time on a home visit was highlighted by the patients, and was a 
theme that emerged in the expert and senior OT interviews, also. Some of the patients 
felt that they had not had enough support on their discharge and felt aggrieved by this. 
The study highlighted the need to support those with limited social networks in 
particular, to enable them to action the recommendations made on a home visit and 
educate patients about how they go about getting help when problems arise. 
 
There were certain similarities in the perceptions of patients to those of the experts 
and senior OTs in terms of the value of this practice, namely, areas in which home visits 
could be improved, and home visits being of more value to certain patients than 
others. The patients were able to give an account of problems that they faced on their 
return home, putting the value of the home visit in to context with patient priorities. 
The similarities and differences in perception and opinion within and across the three 
ƉĂƌƚŝĐŝƉĂŶƚŐƌŽƵƉƐ ?ĚĂƚĂƐĞƚƐĂƌĞŶŽǁĚŝƐĐƵƐƐĞĚŝŶĐŚĂƉƚĞƌƐĞǀĞŶ ? 
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Chapter Seven: Discussion 
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7.1. Introduction 
This chapter draws together and discusses the key findings from the thematic analysis 
of interview data generated with the three participant groups: experts, OTs and 
patients.  Following separate thematic analysis of each of the participant interview 
data, the findings were compared for similarities and differences within and across the 
ĚĂƚĂƐĞƚƐ ?ƚŚĞŵĞƐ. The results were tabulated into a table to provide a visual image of 
the themes, which assisted in this comparison process (Table 3). The themes were 
compared in terms of their meaning in response to the research question, to form the 
research discussion. 
 
Table 3: Themes identified from participant groups 
Experts Senior OTs Patients 
1. Person, function and    
environment fit 
 
2. Managing risk at the 
cost of promoting 
independence 
 
3. Effective use of 
resources 
 
4. Patient control 
1. Overcoming functional 
difficulties 
 
2. Preventing harm 
 
3. Adjusting to 
life after stroke 
 
4. Instances when the 
home visit may not be 
deemed of value 
 
A?5. A bespoke 
interventionAP 
1. Preparing the home 
and the patient for 
discharge? 
 
2. Pleased to be on my 
way home 
 
3. Necessity of home visit 
 
4. Ways in which the 
home visit could be 
improved 
 
 
 
7.2. Discussion overview 
In response to the research question, the findings suggest thaƚƉĂƚŝĞŶƚƐ ? ?ƐĞŶŝŽƌKdƐ ? 
ĂŶĚĞǆƉĞƌƚƐ ?ƉĞƌĐĞŝǀĞĚƚŚĂƚƉƌĞ-discharge home visits after stroke had a number of 
different purposes each with potentially differing values to patients, OTs and the 
hospital organisation. Therefore defining the unique value of home visits for individual 
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groups was difficult. This should be considered when investigating the effectiveness of 
home visits after stroke. 
 
Despite the different purposes for completing a home visit, there was a perception 
across the three participant samples that the key value of a home visit was the 
opportunity it provided to identify and overcome functional and/or environmental 
problems that would not have been highlighted in hospital. Therefore the findings 
indicated that home visits after stroke provided a comprehensive assessment of a 
ƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐ ? when compared to a hospital assessment, due to it being a more 
patient-centred assessment.   
 
The participant groups were all in general agreement that home visits, although an 
important part of stroke rehabilitation, were not necessary for all patients. The 
influence of cost and resource use was evident in the expert and senior OT participant 
findings, when referring to who should receive a home visit and what the content of a 
home visit should be. Descriptions of who benefits most from this intervention, and the 
most valuable reasons for completing a home visit were reported across the data. 
  
dŚĞŵĂŝŶĚŝĨĨĞƌĞŶĐĞƐŝŶƚŚĞƉĂƌƚŝĐŝƉĂŶƚƐ ?ŽƉŝŶŝŽŶƐĂƌŽƐĞŝŶƚŚĞĚŝĨĨĞƌĞŶƚǀĂůƵĞƉůĂĐed on 
completing home visits for the purpose of risk assessment/management. There were 
also mixed opinions as to whether home visits were of value to patients who have 
cognitive impairment.  
 
The findings indicated improvements that could be made to the home visit and to the 
discharge planning process in general after stroke. It was suggested that more time for 
discussion and enabling a patient to manage their life after stroke by taking more 
control were important considerations for future practice. 
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There ǁĞƌĞĨŽƵƌŬĞǇĨŝŶĚŝŶŐƐŝŶƌĞƐƉŽŶƐĞƚŽƚŚĞƌĞƐĞĂƌĐŚƋƵĞƐƚŝŽŶ ? ‘tŚĂƚŝƐƚŚĞǀĂůƵĞŽĨ
pre-ĚŝƐĐŚĂƌŐĞŽĐĐƵƉĂƚŝŽŶĂůƚŚĞƌĂƉǇŚŽŵĞǀŝƐŝƚƐĂĨƚĞƌƐƚƌŽŬĞ ? ?WĂƚŝĞŶƚƐ ? ?senior 
ŽĐĐƵƉĂƚŝŽŶĂůƚŚĞƌĂƉŝƐƚƐ ? ĂŶĚĞǆƉĞƌƚƐ ?ƉĞƌĐĞƉƚŝŽŶƐ P 
‚ Seeing is believing: Home visits after stroke are more valuable than hospital 
assessments when discharge planning 
‚ Certain reasons for completing home visits are more valuable than others 
‚ Home visits are not of value to all patients leaving hospital after a stroke 
‚ Ways in which the value of a home visit after stroke could be improved 
 
The key findings are now discussed and include both the similarities and differences in 
the perceived value of OT home visits after stroke, from both within and across the 
three participant groups. 
 
7.3. Seeing is believing: Home visits after stroke more valuable than 
hospital assessments when discharge planning  
The key value of having a home visit was reported to be the assessment of the unique 
ĐŚĂƌĂĐƚĞƌŝƐƚŝĐƐŽĨĂŶŝŶĚŝǀŝĚƵĂů ?ƐŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚ ?ĂŶĚŚŽǁƚŚŝƐĞŶǀŝƌŽnment 
enabled a patient to complete functional activities, whilst considering the impact of 
their stroke. Hence, the value of a pre-discharge OT home visit was perceived by the 
participants, to be a bespoke intervention that addressed the specific needs of the 
patient.  
 
KdƐŚĂĚĂůƚĞƌŶĂƚŝǀĞŵĞĂŶƐŽĨŝĚĞŶƚŝĨǇŝŶŐŝŶĨŽƌŵĂƚŝŽŶĂďŽƵƚĂƉĂƚŝĞŶƚ ?ƐŚŽŵĞ
ĞŶǀŝƌŽŶŵĞŶƚ ?ƐŽŵĞŽĨǁŚŝĐŚƉƌŽǀŝĚĞĚĂŶŽďƐĞƌǀĂƚŝŽŶŽĨƚŚĞƉĂƚŝĞŶƚ ?ƐŚŽŵĞ
environment, i.e. access visits and use of photographs. However, it was evident that all 
three participant groups believed that the home visit could offer a more patient-
centred/accurate assessment, as it provided evidence of the patient, function and 
ĞŶǀŝƌŽŶŵĞŶƚ ‘Ĩŝƚ ? ?ƉŽƐƚƐƚƌŽŬĞ ?tŝƚŚŽƵƚĐŽŵƉůĞƚŝŶŐĂŚŽŵĞǀŝƐŝƚƚŚŝƐ ‘Ĩŝƚ ?ǁĂƐŶŽƚ
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observed and the OTs and patients had to rely on information that may not be 
accurate. The participants described how the home visit provided a unique observation 
of a patient performing functional tasks within their home environment that could not 
be replicated in the hospital setting, thus providing the patient and the OT with a 
representation of how a patient will manage on their return home. Therefore, the visit 
was perceived to better equip certain patients in the transition from hospital to home. 
 
The importance placed by the participants on an environmental assessment is 
supported by OT models of practice, including the Person- Environment-Occupation 
Model (Law et al., 1996) and the Model of Human Occupation (Kielhofner, 2007), which 
advocate the need to identify environmental factors and how they impact on an 
ŝŶĚŝǀŝĚƵĂů ?ƐŽĐĐƵƉĂƚŝŽŶĂůƉĞƌĨŽƌŵĂŶĐĞ ?ůƚŚŽƵŐŚĂůƚĞƌŶĂƚŝǀĞŵĞƚŚŽĚƐŽĨŝĚĞŶƚŝĨǇŝŶŐ
environmental factors were identified the importance placed on the observation of the 
congruence between the person, their environment, and their occupations, 
outweighed the value of alternative methods, where the patient was not observed at 
home. 
 
dŚĞtŽƌůĚ,ĞĂůƚŚKƌŐĂŶŝƐĂƚŝŽŶ ?ƐůĂƐƐŝĨŝĐĂƚŝŽŶŽĨ&ƵŶĐƚŝŽŶŝŶŐŝƐĂďŝůŝƚǇĂŶĚ,ĞĂůƚŚ
 ?t,K ? ? ? ? ? ? ?ĂůƐŽŝŶĐŽƌƉŽƌĂƚĞƐĂƉĞƌƐŽŶ ?Ɛ ‘ŶǀŝƌŽŶŵĞŶƚ ? ?ƌĞĨůĞĐ ŝŶŐƚŚĞŝŵƉŽƌƚĂŶĐĞ
placed on identifying potential environmental factors that influence participation and 
functional activity. This further indicates the importance placed on a holistic 
ĂƐƐĞƐƐŵĞŶƚŽĨĂƉĂƚŝĞŶƚ ?ƐŽŶŐŽŝŶŐŶĞĞĚƐ ? 
 
KdƐ ?ŽďƐĞƌvations of patients performing ADL at home provided an insight into  
ƉĂƚŝĞŶƚƐ ?ĨƵŶĐƚŝŽŶĂůĂďŝůŝƚŝĞƐƚŚĂƚǁĞƌĞŶŽƚĐĂƉƚƵƌĞĚŝŶŚŽƐƉŝƚĂů ?dŚŝƐǁĂƐůŝŬĞůǇƚŽďĞ
due to the safe confines of the hospital setting that did not highlight the hazards and 
physical pƌŽďůĞŵƐŝŶĂƉĂƚŝĞŶƚ ?ƐŽǁŶŚŽŵĞ ?/ƚǁĂƐĂůƐŽĂƌŐƵĞĚƚŚĂƚĐĞƌƚĂŝŶƉĂƚŝĞŶƚƐ
performed better at home, as the environment was more familiar to them. Both of 
these reasons provide an insight into why home visits were believed to offer more 
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value than a hospital assessment alone. This finding is supported in previous studies 
(Chatfield, 1995; Taylor et al., 2007). Chatfield (1995) found that more problems were 
highlighted during a home assessment when compared to a hospital assessment (22 
extra problems compared to the hospital interview), and therefore argued that the 
quality of the home assessment when compared to a hospital assessment, outweighed 
its increased cost. Taylor et al. (2007) in a small Canadian study also reported that an 
increased number of problems was identified on a home visit when compared to a 
hospital interview. Interestingly, no significant difference was identified between the 
number of problems reported in a home assessment and a hospital assessment, which 
differs from the findings of Chatfield (1995). Conversely, Drummond et al. (2013) 
reported no significant difference in the functional outcomes of patients who had had a 
stroke and received a home visit and those who received a hospital interview. This 
could indicate that it was the detail the assessment went into, as opposed to where the 
assessment took place, which enabled a more comprehensive assessment. This would 
also account for the views of experts/patients who reported the short nature of a 
home visit did not provide the detail reqƵŝƌĞĚƚŽĂĚĚƌĞƐƐĂƉĂƚŝĞŶƚ ?ƐƉƌŽďůĞŵƐŽŶƚŚĞŝƌ
return home. It should be noted that the study undertaken by Drummond et al. (2013) 
was a feasibility trial, and therefore was not statistically powered to find significant 
differences between the control and intervention group outcomes.  
 
If alternative, less costly methods of home assessment were able to identify and 
address the same number of problems that a patient faced at home, without having to 
undertake a visit, it may seem an unnecessary use of resources to complete a home 
visit. However, what these alternative assessments did not provide was an observation 
of how a patient performed in their own environment, which in certain cases was 
perceived to provide far greater value to both the patient and the OT. 
 
However, whilst OTs reported that they gained a more comprehensive insight into a 
ƉĂƚŝĞŶƚ ?Ɛ functional abilities at home, the advantages this gave the patients in this 
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study was not always as apparent, with some believing that their home visit had not 
been necessary. This may have been because only one out of the seven patients was 
identified as needing a home visit, whereas the others were randomised as part of the 
HOVIS study. However, certain senior OTs maintained that they would routinely 
complete home visits with the majority of their patients, and indeed some of these 
patients may share the opinions of those interviewed in this study.  
 
This difference in perceived necessity of assessing a patient at home is supported by 
Stephenson and Wiles (2001). They reported that although therapists believed more 
appropriate and individualised programs of intervention were designed as a direct 
result of the home visit, service users more typically felt no advantage of one 
environment over the other for practising skills that they had been taught (Stephenson 
and Wiles, 2001). 
 
This study suggests that the emphasis placed on the value that the home environment 
ĐĂŶďƌŝŶŐƚŽĂƉĂƚŝĞŶƚ ?ƐƌĞŚĂďŝůŝƚĂƚŝŽŶƉƌŽŐƌĂŵŵĞŵĂǇĚŝĨĨĞƌďĞƚǁĞĞŶKdƐĂŶĚƉĂƚŝĞŶƚƐ ?
This may be because of the differing roles of the OT and the patient, and the patient 
having the advantage of knowing their home environment whilst this information was 
new to the OTs. The emphasis placed on the environmental assessment therefore 
could mean more to an OT in terms of the person, function ĂŶĚĞŶǀŝƌŽŶŵĞŶƚ ‘Ĩŝƚ ? ?ƚŚĂŶ
to the patient.  
 
dŚĞƐĞĨŝŶĚŝŶŐƐŝŶĚŝĐĂƚĞƚŚĂƚĂůƚĞƌŶĂƚŝǀĞŵĞƚŚŽĚƐŽĨŝĚĞŶƚŝĨǇŝŶŐĂƉĂƚŝĞŶƚ ?ƐƉŚǇƐŝĐĂů
environmental needs may be considered. However, in response to the research 
question; the value the pre-discharge OT home visit had in allowing an observation of 
how a patient performed within their home environment, was identified as providing a 
more patient-centred and comprehensive assessment, when compared to a hospital 
assessment. 
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7.4. Pre-discharge home visits of value to some patient groups more than 
others 
In an ideal world the OT and expert participants presented cases whereby home visits 
were of value for a large proportion of patients who have had a stroke. This is in line 
with previous studies with some explicitly stating that due to the nature of this 
condition, patients who have had a stroke are more likely to require a pre-discharge 
home visit (Chatfield, 1995; Hale, 2000). However, the majority of the OTs in this study, 
along with the experts and the patients felt pre-discharge home visits were not 
necessary for all patients returning home after stroke.  
 
A variation in the number of visits being completed across the UK was highlighted by 
Drummond et al. (2012), but the reasons for this remain unclear. In line with previous 
research (Lannin et al., 2011;Drummond et al., 2012) there was a sense from the senior 
OT and expert findings that fewer home visits were being completed when compared 
to previous practice. This was reported by the senior OTs and experts to be due to a 
reduced amount of time and resource to complete home visits after stroke, when 
compared to previous times.  
 
In view of the pressures on OTs time the participants described who a visit was 
perceived to be of most value to and certain groups of patients who were unlikely to 
require a visit, or whom a visit may be detrimental to. Factors that influenced 
perceptions about whether a home visit was required or not related to a ƉĂƚŝĞŶƚ ?s level 
of impairment/dependency, and whether the patient lived alone/had a good social 
network.  
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7.4.1. Level of cognitive impairment 
An important finding was the different experiences of completing home visits with 
patients who have decreased cognitive function after stroke. Instances where patients 
with cognitive impairment had been taken on home visits which had caused them to 
become distressed, were reported by senior OTs and experts. There was also a general 
concern about patients with cognitive impairment not wanting to return to hospital 
after the visit, although none of the OTs reported that they had actually experienced 
this. Patients who have reduced memory, orientation or other cognitive impairment 
may not fully understand the purpose and outcome of a home visit, which could 
heighten their anxieties. However, interestingly, the patients in this study, some of 
whom had cognitive impairment, did not report that they had felt anxious about having 
a home visit. This was possibly because the visits were not believed by patients to 
influence their discharge destinations.  
 
It would seem unethical to complete a home visit with a patient when they are unlikely 
to perform any differently at home than in hospital, and it could potentially cause them 
distress (Mountain and Pighills, 2003; Atwal et al., 2008b). However, the issue of 
capacity and patient preference should be considered. Patients may become distressed 
on a visit but may equally choose to be given and, indeed, need that chance to return 
home, in order to be supported in making their own decisions about returning home. 
 
Despite the concerns raised about completing home visits with patients who have 
cognitive impairment, certain OTs reflected home was the best place to practice ADL, 
and that the home visit helped a patient to understand their difficulties and to be given 
a chance to return home. This was also supported in the expert findings. 
 
The severity of cognitive impairment could be accountable for differing experiences 
and opinions. For those patients who had severe cognitive impairment, the 
environment where ADL took place may not have had a significant impact, due to low 
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levels of function and high levels of dependency required whichever environment a 
patient was performing in. Research does indicate that for those patients with 
cognitive impairment, functional independence remains limited (Patel et al., 2002). 
However, for those patients who had mild to moderate cognitive impairment, the 
familiarity of their home environment may have enabled patients to perform better, 
presumably as they were able to draw on the cognitive resources of their long-term 
memory and orientation. This is supported by Provencher et al. (2009) who 
hypothesised that, for those patients where a difference in functional performance 
between settings is observed, patients with less severe cognitive impairments may do 
better in the familiarity of their home environment, when compared with those who 
have more severe cognitive impairment. This could account for the difference in 
opinions identified in this study, as the OTs may have been reflecting on patients with 
differing levels of cognitive impairment. 
 
Interestingly, Drummond et al. (2013) found those patients who were recruited to a 
cohort study and felt to require a home visit, had lower cognitive scores than those 
who were not felt to require a home visit, potentially highlighting differing practice for 
this group of patients. As indicated by Whitehead (2013) decisions about home visits 
are based on a number of factors that balance each other out, so it may be difficult to 
determine exact characteristics of those patients requiring home visits due to the 
ĐŽŵƉůĞǆŝƚǇŽĨƚŚĞƐĞĚĞĐŝƐŝŽŶƐĂŶĚƉĂƚŝĞŶƚƐ ?ŝŶĚŝǀŝĚƵĂůĐŝƌĐƵŵƐƚĂŶĐĞƐ ?It would, 
however, seem imperative to include patients who have cognitive impairment, and 
who may not be able to provide informed consent, in future home visit studies, in view 
of the conflicting opinions expressed about the particular value a home visit can have 
for this group of stroke patients. 
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7.4.2. Level of physical impairment 
A common reason for completing a home visit was to identify how a patient, who had a 
physical impairment as a result of their stroke, would manage to mobilise and transfer 
within and around their home. Those patients with severe physical disabilities, who 
required a hoist to transfer and spent the majority of their time in bed, were perceived 
by the experts and the senior OTs as less likely to benefit from having a home visit. It 
should be noted that those OTs who completed home visits with the majority of their 
patients, also routinely completed home visits with these patient groups.   
 
The findings suggest that, as patients who had a severe physical impairment were not 
able to perform functional tasks without major assistance, the value a home visit 
offered in terms of identifying how functional performance could be improved was 
limited. Despite adjusting the environment, the patient would still be unable to 
perform ADL due to the severity of their impairments. This was evident in the patient 
findings, where those patients who were severely physically disabled completed fewer 
tasks on the home visit. For those patients who have greater levels of physical 
dependence, OTs may feel able to assess their needs within the hospital, as 
performance is unlikely to change despite a difference in the environment, and 
alternative methods of assessment such as an access visit could identify whether there 
was enough space for necessary equipment.   
 
Those patients who had moderately severe levels of physical disability, i.e. those who 
had limited mobility but were not bedridden, according to the modified Rankin Scale 
(van Swieten et al., 1988) were perceived to benefit most from having a home visit. As 
with those patients who had cognitive impairment, this may have been due to a level of 
variability in their performance depending on environmental factors. For example, a 
patient who were  limited in their ability to walk independently, may have been at 
increased risk of falls in a more hazardous environment, and found undertaking ADL at 
home different compared to their performance in hospital, due to a different 
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environmental set up and the challenges this poses. Hence, the risks of returning home 
may be less clear, and functional performance may vary within the home environment. 
Yates et al. (2002) identified in a cohort study of 208 community dwelling stroke 
survivors, that those patients with less impairments were in fact more likely to fall, and 
concluded that this was likely to be due to patients being more mobile, and therefore 
more at risk of encountering a fall.  
 
This study suggests those persons with moderately severe levels of either cognitive or 
physical impairment have increased demands on them as a person, hence the need to 
alter the interface between the home environment to maximise occupational 
performance. Those patients with mild impairments had less demands on occupational 
performance and the impact at home was therefore not a concern. For those with 
severe levels of disability, altering the environment or the occupation at home was also 
not felt to be as necessary, because of the extent of the person factors, adapting the 
environment at this stage would not have improved congruence and in turn 
occupational performance. 
  
7.4.3. Social support 
Whether a patient lived alone and had a good social network were also identified as 
impacting on the value of a home visit, with certain patients not feeling it necessary to 
have had a home visit due to the social support they received on discharge from 
hospital. This is likely to be because those patients living alone who did not have family 
and friends to support them on discharge, may have struggled with their reintegration 
into the community and were more vulnerable on their return home. Previous studies 
investigating discharge ĚĞƐƚŝŶĂƚŝŽŶƐƉŽƐƚƐƚƌŽŬĞƐƵƉƉŽƌƚƚŚĞŶŽƚŝŽŶƚŚĂƚĂƉĂƚŝĞŶƚ ?Ɛ
social network/family does influence whether a patient will be able to return home 
(Wee et al., 2005; Massucci, 2006).  
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The frustrations expressed among the patients in this study were mainly due to 
overcoming problems that resulted from recommendations made on the home visit. 
Had someone been able to support certain patients in overcoming these problems, 
their return home may have been made easier. Conversely, certain patients stated the 
functional problems that they faced on their return home were overcome because of 
the support of their family/friends. Here the actual value of a home visit was 
diminished as, regardless of whether a patient received a home visit, it was identified 
that if a patient lived alone the success of their transition into the community was 
determined by the support that they received on discharge. 
 
With health and social service cut backs, more individuals may find it increasingly 
difficult to manage at home alone. Health professionals may need to seek alternative 
methods of finding support such as the voluntary or private sector services for those 
ƉĂƚŝĞŶƚƐǁŚŽĚŽŶŽƚ ‘ŶĞĞĚ ?ƐŽĐŝĂů ?ŚĞĂůƚŚƐƵƉƉŽƌƚ ?ďƵƚŶŽŶĞƚŚĞůĞƐƐĂƌĞƐƚŝůůǀƵůŶĞƌĂďůĞ
and feel, themselves, that they would benefit from an increased social support. In the 
long term this may assist patients in remaining at home. 
 
7.5. Certain reasons for completing a pre-discharge home visit are more 
valuable to patients than others  
The findings indicated that the value of completing home visits for different purposes 
did vary, with the focus of certain home visits being perceived by the participants to be 
of more value than others. However, opinions were mixed both within and across the 
participant groups.  
 
7.5.1. Risk management 
A difference in opinion was particularly evident regarding the value of completing 
home visits to assess and manage risk. The expert findings indicated concerns about 
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using home visits purely to manage risk.  However, there were descriptions across the 
data sets of instances where it was perceived that if a patient had not been assessed at 
home prior to discharge, their safety would have been compromised, or the option of 
returning home would have been ruled out due to concerns about safety at home.  
 
The findings suggest that home visits were perceived to prevent risks such as falls and 
hospital readmissions as a result of injury, hence being of value to both the patient and 
the hospital organisation. This focus on falls prevention and patient safety is in line with 
what the literature reports to be a main focus of home visits (Barras et al., 2010; Lannin 
et al., 2011; Drummond et al., 2012). However, certain patients in this study indicated 
that, although they could see the reason why OTs might want to check everything was 
ok for their return home, they themselves had not deemed this necessary as they knew 
that they would cope. Thus, potentially reflecting that in some circumstances OTs may 
have more concerns than the patients about the patient returning home. However, for 
those stroke patients with reduced capacity to appropriately weigh up the impact of 
ƚŚĞŝƌĚŝƐĂďŝůŝƚŝĞƐĂƚŚŽŵĞ ?ƚŚĞKdƐƐŬŝůůƐŝŶĂŶĂůǇƐŝŶŐĂƉĂƚŝĞŶƚ ?ƐŽĐĐƵƉĂƚŝŽŶĂů
performance is more likely to be required. 
 
It is important to consider why OTs may feel differently, compared with certain 
patients and experts, about the value home visits had in the management of patient 
safety. As previously stated, patients were likely to be returning home sooner with 
reduced lengths of hospital stay, hence a potential increased level of vulnerability. The 
OTs responsibility of ensuring patient safety is both understandable and necessary 
considering their Code of Ethics and Professional Conduct (COT, 2010). However, the 
experts raised concerns about risk adverse practice and highlighted that home visits 
may be being completed unnecessarily in some cases due to a fear of risk.  
As noted by Mandelstam (2005:34): 
 “Concern about risk and the associated fear of litigation can, if unchecked, lead 
to excessive anxiety about risk and inappropriate, over defensive practice ? ? 
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dŚĞĞǆƉĞƌƚƐ ?ǀŝĞǁƐĂďŽƵƚƌŝƐŬĂdverse practice were particularly noteworthy because 
research investigating OTs ?ĞĨĨĞĐƚŝǀĞŶĞƐƐŝŶƌĞĚƵĐŝŶŐƐĂĨĞƚǇƌŝƐŬƐĨŽƌƉĂƚŝĞŶƚƐŽŶ their 
home visit is limited. However, the experts interviewed were not faced with the day to 
day challenges, which OTs encounter, of weighing up risks and being under pressure to 
discharge patients, hence resulting in a potentially differing perception. 
It was argued that, by focusing on patient safety, the need for pre-discharge home 
visits has been questioned, as certain safety aspects can successfully be assessed using 
alternative methods. Indeed, Rogers (1989:78) makes the point that: 
 “Safety qualities are more standardised from home to home, unlike the 
competence-supporting and stimulus producing qualities, which are highly 
individualised ? ? 
/ĨKdƐĐŽŵƉůĞƚĞŚŽŵĞǀŝƐŝƚƐƉƵƌĞůǇƚŽ ‘ĐŚĞĐŬ ?ƚŚĂƚĂƉĂƚŝĞŶƚ ?ƐĞƋƵŝƉŵĞŶƚŝƐƐĞƚƵƉĂŶĚ
reassure themselves about risk concerns, it was suggested that they may not be 
necessary.  
 
7.5.2. Equipment provision 
Certain senior OTs argued that provision of equipment did not require the expertise 
OTs have, and played down the value of home visits for this purpose, suggesting that 
someone with less skills could provide equipment. Aspects of equipment provision may 
ŶŽƚƌĞƋƵŝƌĞƐƉĞĐŝĂůŝƐƚƐŬŝůůƐĚĞƉĞŶĚŝŶŐŽŶƚŚĞƉĂƚŝĞŶƚ ?ƐƉĞƌĨŽƌŵĂŶĐĞ ?,ŽǁĞǀĞƌ ?ĐĞƌƚĂŝŶ
ŚŽŵĞŵŽĚŝĨŝĐĂƚŝŽŶƐ ?ƉŝĞĐĞƐŽĨĞƋƵŝƉŵĞŶƚĂƌĞĐůĂƐƐĞĚĂƐďĞƐƉŽŬĞƚŽĂŶŝŶĚŝǀŝĚƵĂů ?Ɛ
needs, therefore requiring specialist skills ƚŽĚĞƚĞƌŵŝŶĞƚŚĞƉĂƚŝĞŶƚ ?ƐƌĞƋƵŝƌĞŵĞŶƚƐ. 
 
The perception that home visits should not be undertaken for the purpose of 
equipment provision only, may come as a surprise to those OTs who believe this to be a 
primary role of the home visit, as was the case with certain OTs, experts and patients 
who were interviewed. The provision of equipment was a common part of an OTs role 
in the acute hospital setting and can support not only a patient within their home but 
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also to access their wider community, for example, by the provision of ramps for those 
patients who were wheelchair dependent. Indeed, previous research has suggested 
equipment provision is more specific following a home visit when compared to a 
hospital assessment (Chatfield, 1995; Taylor et al., 2007).  It has also been reported 
that the provision of aids and equipment was the most documented recommendation 
from home visits after stroke, followed by structural adaptations (Clarke and Gladman, 
1995), thus further indicating the importance of this as a purpose for completing a 
home visit. However, whether this required the skills of an OT came into question in 
this qualitative study. 
 
A concern expressed by certain senior OTs in this study was whether patients actually 
wanted equipment and if they used it when it was provided. However, Reid (2004: 571) 
found that patients, who had a mild disability after stroke, generally found assistive 
devices helpful, for example bed rails, grab bars and raised toilet seats. The patients in 
the present study highlighted also the value placed on equipment provision and 
problems encountered when equipment had not worked, which had limited their 
independence in ADL. Also, in view of the ever decreasing hospital length of stay, the 
provision of equipmenƚƚŽŵĞĞƚƉĂƚŝĞŶƚƐ ?ŶĞĞĚƐĂƚĂŶĞĂƌůŝĞƌƐƚĂŐĞŽĨƚŚĞŝƌ
rehabilitation was likely to have increased. 
  
It is of interest that there were differences in the perceived value of completing a home 
visit for the purpose of equipment provision. To address a patieŶƚ ?Ɛ personal goals and 
functional independence, the use of equipment may be the intervention used by OTs. It 
is therefore interesting that some OTs underestimated the value of equipment 
provision. This appeared to be linked to OTs who had to defend their practice and in 
doing so believed interventions other than equipment provision, were of more value to 
patients, on a pre-discharge OT home visit. 
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7.5.3. ADL, participation and quality of life 
Certain participants felt that the role of the home visit in enabling functional activity 
ĂŶĚŝŵƉƌŽǀŝŶŐĂƉĂƚŝĞŶƚ ?ƐƋƵĂůŝƚǇŽĨůŝĨĞǁĂƐĐƵƌƌĞŶƚůǇďĞŝŶŐŶĞŐůĞĐƚĞĚŝŶĨĂǀŽƵƌŽĨ
 ‘ƋƵŝĐŬĐŚĞĐŬƐ ? ?ŵĞĂƐƵƌŝŶŐĨƵƌŶŝƚƵƌĞ and a focus on minimising risks. This caused 
concern for certain expert and senior OT participants, who articulated disappointment 
in the way current home visiting practice was perceived to be taking place. This 
disappointment stemmed from the belief thĂƚƚŚĞŚŽŵĞǀŝƐŝƚƐŚŽƵůĚŽĨĨĞƌ ‘ƐŽŵƵĐŚ
ŵŽƌĞ ? in terms of enabling functional independence, participation and quality of life. 
 
Patients who have had a stroke have a number of potential barriers to participation in 
everyday activities which can lead to anxiety and social isolation (Lamb et al., 2008). 
The National Stroke Strategy (2007) acknowledged the need to address social isolation, 
the importance of life after stroke, and the need for patients to be supported in 
accessing their wider community. The findings of this study reflect the perceived value 
a home visit could play in identifying barriers to activity at home and participation in a 
ƉĂƚŝĞŶƚ ?Ɛ wider community, therefore facilitating transition from hospital and enabling 
a better quality of life. Pound et al. (1998) recommended that disability should be 
reduced through rehabilitation and tackling environmental problems which may 
imprison patients in their home. Hence, the perceived role a home visit played in 
supporting this transition and reducing social isolation, by overcoming environmental 
barriers. 
 
It was particularly evident in the expert and senior OT findings that there was a conflict 
of interest for OTs who were drawn both by their professional duty to ensure a 
ƉĂƚŝĞŶƚ ?ƐƐĂĨĞƚǇďƵƚĂůƐŽƚŽĞŶĂďůĞ functional ŝŶĚĞƉĞŶĚĞŶĐĞĂŶĚĞŶŚĂŶĐĞĂƉĂƚŝĞŶƚ ?Ɛ
quality of life. This is likely to reflect the current financial climate, and acute hospital 
ĐŽŵŵŝƐƐŝŽŶĞƌƐŵĂǇĐŽŶƐŝĚĞƌƌĞŚĂďŝůŝƚĂƚŝŽŶĂŶĚĂĚĚƌĞƐƐŝŶŐŝƐƐƵĞƐƐƵĐŚĂƐĂƉĂƚŝĞŶƚ ?Ɛ
access to their wider community less of a priority for an acute hospital OT. However, as 
pointed out by Hale (2000:15), when OTs avoid iƐƐƵĞƐƚŚĂƚƌĞůĂƚĞƚŽĂƉĂƚŝĞŶƚ ?ƐƐŽĐŝĂů
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isolation on a home visit,  “they are abdicating from their role which encompasses the 
responsibility of considering all areas of human occupation ? ?  
With home visits focussing on getting a patient home safely, this intervention has 
moved away from recovery and addressing quality of life issues, which in itself is a risk 
ĨŽƌƉĂƚŝĞŶƚƐŝŶƚŚĞůŽŶŐĞƌƚĞƌŵ ?ǁŚĞŶĐŽŶƐŝĚĞƌŝŶŐĂƉĂƚŝĞŶƚ ?ƐĨƵŶĐƚŝŽŶĂůĂŶĚ
psychological well-being. 
  
For OTs who were able to refer patients onto supportive community stroke teams, the 
need to address these issues at the point of discharge was not as necessary. With the 
growing evidence to support early supported stroke discharge (ESSD) teams 
(Langhorne, 2005; Fisher et al., 2011), a reduced focus on recovery and adjustment in 
the acute hospital setting at the point of discharge, may be less of a problem. However, 
ESSD teams have only been shown to be effective for those patients with a mild to 
moderate impairment (Langhorne, 2005). Over 300,000 stroke survivors are reported 
to be living with a moderate to severe disability (National Audit Office, 2010) and do 
not meet the criteria for ESSD schemes on discharge from hospital. These were the 
patients for whom it was identified a home visit was most likely to be required, as 
supported by Whitehead (2013). Therefore, if specialist stroke services are not 
available in the community, the need for home visits may increase. 
  
Despite the increased drive for community stroke services to take on more of a  
rehĂďŝůŝƚĂƚŝŽŶƌŽůĞƐŽŽŶĞƌŝŶĂƉĂƚŝĞŶƚ ?ƐƌĞĐŽǀĞƌǇ ? there still remains the perception that 
home visits after stroke are key in a ƉĂƚŝĞŶƚ ?ƐƉƌĞƉĂƌĂƚŝŽŶƉƌŽĐĞƐƐ prior to leaving 
hospital, as this facilitates a patienƚ ?ƐƚƌĂŶƐŝƚŝŽŶĂŶĚĂĚũƵƐƚŵĞŶƚǁŚĞŶƌĞƚƵƌŶŝŶŐ home.  
 
A suggestion made in the expert findings could potentially fill this gap, as it was 
recommended that in-reach services from the community could carry out home visits 
prior to discharge. This was something that was also reported as happening by some of 
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the senior OTs who were interviewed.  Potentially this could enable patients to be 
discharged with a continuous support team, preventing some of the transitional 
problems that were reported to occur on discharge from hospital.  
 
7.5.4. Adjusting to life after stroke  
The experts and senior OTs perceived that patients went through a period of realisation 
when returning home. It was perceived that the home visit enabled patients to accept 
the effect their stroke had made on their life. In turn they began to address difficulties 
they faced at home. This may be something that cannot be replicated in hospital, 
ďĞĐĂƵƐĞŝƚŝƐĂŶĞǆƉĞƌŝĞŶĐĞƵŶŝƋƵĞƚŽƌĞƚƵƌŶŝŶŐƚŽƚŚĞƉĂƚŝĞŶƚ ?ƐŽǁŶŚŽŵĞ ? 
 
Although the patients in this study did not specifically indicate that the visit had helped 
them in adjusting psychologically to life after stroke, there was a general sense that the 
home visit had been an enjoyable experience and one that had given them hope and 
enthusiasm for returning home. This in itself is likely to have impacted on their 
psychological and emotional well-being.  
 
The ability of a one-ŽĨĨŚŽŵĞǀŝƐŝƚƚŽŝŶĨůƵĞŶĐĞĂƉĂƚŝĞŶƚ ?ƐŽŶŐŽŝŶŐĞŵŽƚŝŽŶĂůĂŶĚ
psychological state may be questioned. However, the HOVIS feasibility RCT did indicate 
that those patients who received a home visit had better mood scores at one week 
than those who were in the control group. The HOVIS study was not statistically 
powered to detect a significant difference in the control and intervention group 
outcomes, and therefore these results should be viewed cautiously (Drummond et al., 
2013: 393). Nevertheless, in view of the perceived value a home visit can have in 
supporting patients to adjust, future research should incorporate a measure of this 
impact.   
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The limited research that has been completed, investigating the value of pre-discharge 
home visits, has mainly tended to focus on tangible outcome measures, such as falls 
and levels of functional independence (Pardessus, 2002; Lannin et al., 2007). The 
findings of this study suggest future research needs to include a measure of patient 
adjustment on their return home. This would identify if a home visit does indeed 
influence and prevent problems associated with poor adjustment, i.e. depression, 
anxiety and problems with management of life after stroke. 
 
7.6. Ways a pre-discharge home visit could be improved   
Although home visits were reported to be of value to patients who have had a stroke, 
the participants did identify areas where the home visit experience could be improved. 
These improvements related to the focus and content of home visits after stroke, and 
the time spent at home prior to a patient being discharged. It is important to consider 
these potential improvements, as they were perceived, by the participants, to improve 
the value of a pre-discharge OT home visit after stroke. 
 
7.6.1. A graded home visit approach  
When reflecting on previous practice the senior OTs and experts described a graded 
home visit approach, where a patient would have more than one home visit. This 
entailed the patient re-familiarising themselves and practising functional tasks within 
their home environment as part of their rehabilitation, with the ultimate goal of 
returning home. In view of doubts about a short home assessment being able to 
effectively support the adjustment phase (Mountain and Pighills, 2003), extended 
periods at home prior to discharge was also suggested. This was believed to support 
patients in self-managing their condition and highlighting difficulties they may face on 
their return home. Despite the RCP guidelines that support patients having extended 
periods at home prior to discharge (RCP, 2012), it was reported by the experts and the 
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senior OTs that the opportunity to have extended periods at home prior to discharge 
had been reduced, and ǁŚĞŶƉĂƚŝĞŶƚƐǁĞƌĞĂďůĞƚŽƌĞƚƵƌŶŚŽŵĞ ‘ƐĂĨĞůǇ ? ?ƚŚĞƌĞǁĂƐ
pressure to discharge them.  
 
This issue raises the likelihood that certain patients may no longer be receiving the 
intervention that they once would have had to enable them to return home from 
hospital, or that patients may return home sooner in their rehabilitation, potentially 
with a higher level of dependency. As previously discussed, if appropriate community 
services are available, a graded discharge approach may be feasible. However, for 
those more vulnerable patients, if it is not safe for them to return home as a result of 
hospital assessments, then alternative accommodation is likely to be sought, 
potentially at an earlier date than in previous times. Moats (2006:107) recommended 
that: 
 “where possible, decision-making about long-term care needs should occur in 
the community or longer-stay rehabilitation settings that allow time for 
negotiated client centred processes. ? 
It would seem the ability to do this is being affected by decreased hospital length of 
stay. 
 
This study did not specifically focus on patients who had spent extended periods of 
time at home prior to discharge. It is unlikely that research into this area would be seen 
favourably by hospital commissioners as, although this graded approach could have an 
ŝŵƉĂĐƚŽŶĂƉĂƚŝĞŶƚ ?ƐƋƵĂůŝƚǇŽĨůŝĨĞ ?ŝƚĐŽƵůĚďĞƉĞƌĐĞŝǀĞĚƚŽŝŶĐƌĞĂƐĞůĞŶŐƚŚŽĨƐƚĂǇ ?
However, giving patients the opportunity to remain at home for longer periods prior to 
discharge, i.e. over the weekend when therapy may not available, could equally have a 
positive and cost-effective impact on reducing re-ĂĚŵŝƐƐŝŽŶĂŶĚĂƉĂƚŝĞŶƚ ?ƐĂďŝůŝƚǇƚŽ
self-manage.  
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7.6.2. Information exchange 
Despite having a home visit, certain patients in this study reported frustrations that 
they had experienced on their return home, which had arisen from home visit 
recommendations not being realised. Some of the problems the patients faced were 
down to other agencies, e.g. waiting for home modifications and problems with 
equipment. Although it may be argued that hospital OTs cannot be responsible for the 
waiting lists of social services for modifications or the identification of broken 
equipment, it should be their responsibility to educate patients on how to overcome 
concerns and problems which they may have on their return home. 
  
The findings suggest that patients who have had a stroke do not always feel equipped 
to manage their day to day difficulties: this is particularly true of patients who have a 
limited social network to support them in overcoming their functional difficulties. If OTs 
are to be supportive of patients to self-manage their lives after stroke, they need to be 
providing them with the tools to do so, particularly when considering the stress and 
anxiety patients can feel when coming to terms with the aftermath of their stroke. The 
provision of information would seem a key priority here in order for patients to have 
the necessary contacts and tools to assist them on their return home. 
 
A lack of discussion was identified as a negative aspect of the home visit for certain 
patients, which was attributed to a lack of time. Allowing patients and their 
families/carers time to discuss their concerns and being given information that will 
enable them to access the services that are available, was desired. The importance of 
information provision is supported by the findings of the Daily Life Survey (Stroke 
Association, 2012).  
 
Some may question why it was considered of more value to have this discussion within 
the home environment when it could take place in hospital, at less expense. What was 
ĞǀŝĚĞŶƚŝŶƚŚĞĨŝŶĚŝŶŐƐǁĂƐƚŚĂƚ ?ďǇŚĂǀŝŶŐƚŚŝƐĚŝƐĐƵƐƐŝŽŶǁŝƚŚŝŶĂƉĂƚŝĞŶƚ ?ƐŚŽŵĞ ?ƚŚĞ
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patient has control and the discussion is based on the outcomes of a patient-centred 
assessment, where the specific needs of the patient at home are identified. This did 
however, contradict the expert perception that OTs may not always be patient-centred, 
with the focus of the visit usually tending to be led by the OT. This again indicates a 
potential difference in what is perceived as ideal and what is the actual focus of 
practice. 
 
7.6.3. Time spent on a home visit 
Patient fatigue was deemed to be a potential negative experience for patients who 
were asked to complete a number of functional tasks in a relatively short space of time. 
There were, in turn, concerns that the home visit does not accurately replicate the 
ƵƐƵĂůŶĂƚƵƌĞŽĨĂƉĂƚŝĞŶƚ ?ƐŽĐĐƵƉĂƚŝŽŶĂůƉĞƌĨŽƌŵĂŶĐĞƚŚƌŽƵŐŚŽƵƚƚŚĞĚĂǇĂƚŚŽŵĞ ?dŚŝƐ
is noted by Mountain and Pighills (2003:150) who expressed concerns about current 
home visiting practice, for the frail elderly, ŽŶůǇƉƌŽǀŝĚŝŶŐĂ ‘ƐŶĂƉƐŚŽƚŝŶƚŝŵĞ ? ?ǁŚŝĐŚ
does not necessarily predict their capacity to remain at home. Therefore, patients 
suffering from fatigue may require longer to perform tasks on a home visit.  
 
Whilst it was expressed that home visits should take both holistic and patient-centred 
ĂƉƉƌŽĂĐŚĞƐƚŽĂƉĂƚŝĞŶƚ ?ƐĐŽŵŵƵŶŝƚǇƌĞŝŶƚĞŐƌĂƚŝŽŶ ?ŝƚǁĂƐĞǀŝĚĞŶƚƚŚĂƚ ?ŝŶƌĞĂůŝƚǇ ?
stroke teams were under pressure to discharge patients as quickly as possible. In doing 
so, this could impact on the quality of the home visit, which for some patients becomes 
Ă ‘ĐŚĞĐŬ ?ĂƐŽƉƉŽƐĞĚƚŽĂƚŚŽƌŽƵŐŚĂƐƐĞƐƐŵĞŶƚŽĨĂƉĂƚŝĞŶƚ ?ƐƉĞƌĨŽƌŵĂŶĐĞĂŶĚŽŶŐŽŝŶŐ
needs at home. The differing content of home visits, as previously described, is also 
likely to impact on the time spent at home. This may be accountable for the findings of 
a recent stroke survey indicating the vast differences in length of home visits after 
stroke (10-135 minutes) (Drummond et al., 2012). 
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OTs need to consider carefully the purpose of completing a home visit and, if it is 
deemed a visit is required, an appropriate amount of time should be set aside to 
achieve the goals. Without the allocation of an appropriate amount of time, the value 
of the home visit could be diminished. 
 
7.7. Summary 
The findings suggested that pre-discharge occupational therapy home visits after stroke 
were perceiveĚďǇƚŚĞƉĂƚŝĞŶƚƐ ? ?ƐĞŶŝŽƌKdƐ ? ĂŶĚĞǆƉĞƌƚƐ ?ƚŽďĞƚŚĞKdideal for 
ĂƐƐĞƐƐŝŶŐĂƉĂƚŝĞŶƚ ?ƐĨƵŶĐƚŝŽŶĂůƉĞƌĨŽƌŵĂŶĐĞĂŶĚŽŶŐŽŝŶŐŶeeds at home. If the 
implications of time and cost did not have to be taken into consideration, it appeared 
likely that more home visits would be completed. However, practice was influenced by 
the resource implications and necessity of a home visit, and the participants reasoned 
which patients would benefit most from receiving a home visit, and what a home visit 
should entail in order to provide the greatest possible value. 
 
The cost of a home visit, when compared to a hospital interview, was calculated by 
Drummond et al. (2013) and, perhaps not surprisingly, was found to be more 
expensive. However, what is still unclear is the cost-effectiveness of pre-discharge 
home visits for people who have had a stroke. Although more expensive, if, as 
suggested in this study, home visits can prevent hospital readmission, enhance a 
ƉĂƚŝĞŶƚ ?ƐŝŶĚĞƉĞŶĚĞŶĐĞŝŶ>ĂŶĚĂĚũƵƐƚŵent to life after stroke, they may in fact be 
cost-effective. If perceived cost is a factor in reducing the number of home visits, it is 
vital that further research identifies the cost-effectiveness of these visits for the 
different potential benefits a home visit can provide patients after stroke. 
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7.8. Study limitations  
This research has added, to a previously limited evidence base, an analysis of the value 
of home visits after stroke. However several limitations need to be acknowledged. 
 
The literature search 
The literature search was limited to papers written in English. In addition to the search 
engines used AMED, Scopus and Web of Science would have also been appropriate 
search engines. On reflection when considering the inclusion criteria the use of 
truncation could have been used to widen the search criteria i.e therp* would have 
covered therapy and therapist. 
 
The participant samples 
The nature of the criteria for the identification of experts limited the number of 
potential experts available; therefore, the expert sample was small. The HOVIS team 
also identified the experts based on their experience and knowledge, which limited the 
sample to those experts that they were aware of. By including non-OTs in the expert 
sample, the specific knowledge gained from experiencing a home visit may have been 
diluted. However, as non OTs do influence this practice and the development of 
guidelines, it was felt important not to limit the sample to experts with a background in 
OT.  
 
The senior OTs were recruited from a specialist section group; therefore it could be 
argued that the responses were those of a specific group of OTs as opposed to the 
general OT population working in rehabilitation after stroke. 
 
The patient sample was a convenience sample and was based on accessibility of 
patients who were taking part in an RCT at one location in England. Only one of the 
patients had required a home visit, according to HOVIS study criteria; all of the other 
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patients had been selected at random to receive a home visit. In view of the fact that 
these patients were RCT participants, the study may be criticised for not reflecting 
ǁŚĂƚŚĂƉƉĞŶƐŝŶƚŚĞ ‘ƌĞĂůǁŽƌůĚ ? ?,ŽǁĞǀĞƌ ?prior to the commencement of the RCT on 
this unit, the OTs routinely completed home visits with a large proportion of their 
patients, including those patients being discharged to care homes. 
 
The patient sample is likely to have reflected the perceptions of an elderly population 
only. A key difference here may be patient experiences of returning home to live alone, 
whereas a young stroke survivor may have larger social networks to draw upon. 
However, the issue raised by the patients with regard to the importance of having a 
supportive social network was equally likely to be of importance to younger stroke 
survivors. 
 
As the majority of patients were taking part in an RCT, their experience of having a 
home visit was standardised to a point and therefore may not be representative of 
home visits in other areas. 
 
Use of the Westmead Home Safety assessment in the feasibility RCT  
Use of the Westmead Home Safety Assessment meant that the content of the patient 
ƉĂƌƚŝĐŝƉĂŶƚƐ ?ŚŽŵĞǀŝƐŝƚƐǁĂƐĚŝƌĞĐƚĞĚƚŽǁĂƌĚƐƚŚĞŵĂŶĂgement of falls, due to the 
nature of the trial study design, which may not be reflective of general OT practice. 
However, as reported by the OTs, and in the literature, current home visit practice does 
tend to have a major emphasis on patient safety, and therefore this assessment was 
not felt to be an uncommon part of practice.  
 
The interviews 
On reflection, although the expert and senior OT participant topic guides covered a 
large amount of information, and a breadth of potential perspectives about the value 
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of the home visits was obtained, the depth of certain interview data was limited. Thus, 
certain interviews may be criticised for lacking the detail of the interviewees ? 
perspectives. 
 
The author reflected on the impact she and the team had in the interview situation in 
relation to the participants. The issues of status and authority were not felt to be an 
issue with the experts and senior OTs, as all of the interviewers presented themselves 
in their research capacity, which held no higher status than the interviewees. However, 
reflecting on some of the comments from the senior interviewees, ĨŽƌĞǆĂŵƉůĞ ‘ǇŽƵ ?ƌĞ
ŵĂŬŝŶŐŵĞĨĞĞůďĂĚŶŽǁ ?Žƌ ‘ŽŚƐŚŽƵůĚ/ďĞƵƐŝŶŐƚŚĂƚ? ? there was an element of the 
senior OTs feeling judged about their practice at times. It was stated at the beginning of 
each of the interviews that this was not the case, and reassurance was given, and a 
relaxed approach was taken in these cases. However, it was evident that certain OTs 
felt judged and this may have impacted on their responses. 
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Chapter Eight: Conclusions 
 
 
 
 
 
 
 
 
 
 
 
 
 
178 
 
8.1. Introduction 
The contribution of this study to research into home visits after stroke, and its 
implications for future research and clinical practice are now reported. 
 
8.2. The contribution of this study to home visit after stroke research 
This research has added to a previously limited body of qualitative literature reporting 
the value of home visits after stroke. The findings reveal a number of different 
purposes for which home visits are completed and the value these are perceived to 
have for patients after stroke. The findings are therefore important when considering 
the design of future home visit after stroke studies, both in terms of outcome measures 
and home visit intervention design. 
 
The reported value of a home visit, when compared to a hospital assessment, was the 
opportunity provided to observe a patient completing ADL within the context of their 
home environment, which incorporated physical, social and cultural factors that were 
not as accurately captured in hospital. In essence, a home visit was felt to meet the 
specific needs of individual patients, which varied depending on the impact of the 
ƐƚƌŽŬĞ ?ĂƉĂƚŝĞŶƚ ?ƐŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚĂŶĚ>ƚŚĂƚǁĞƌĞŵĞĂŶŝŶŐĨƵůƚŽƚŚĞŵ ?dŚĞ
precise focus of the home visit varied i.e. to minimise risks, improve independence in 
ADL, enable a better quality of life and support a patient in adjusting to life after stroke. 
However, the overarching value of the home visit remained its individualised and 
bespoke assessment. 
 
Despite all three participant groups recognising and reporting the key value this 
intervention offers in terms of a holistic and patient-centred assessment, the 
participants did not feel that home visits were necessary and/or of value to all patients 
leaving hospital after stroke. This was heavily influenced by the cost of home visits and 
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the need to use OT resources judiciously.  The findings however, did indicate that there 
were differing opinions as to the cost-effectiveness of such visits, hence the need for 
further investigation.  
 
The pressure to use resources effectively, along with a reduced length of hospital stay, 
were reported to have altered home visiting practice, resulting in a less graded 
approach to discharge and a reduction in patient-centred practice. In view of this, the 
need for an evidence base for home visits is ever more pressing. 
 
The findings indicate that home visits after stroke were perceived to be of most value 
to those patients who had a limited social network on their return home, and those 
with moderately severe disability, but not for those patients at an extreme level of 
severe disability or mild level of disability. 
  
Perceptions, both within and across the three different participant group data sets, 
were mixed with regard to the value home visits offer to those patients with cognitive 
impairment. A graded discharge approach for patients with cognitive impairment was 
advocated to enable them to return home. The issue of patient capacity and patient 
choice were identified as important considerations here. 
 
Perhaps of equal importance were the perceptions based around when home visits 
were seen as being of less value to patients. These perceptions related to both patient 
characteristics and the different focuses the home visit can take. Patient fatigue, level 
of cognitive impairment and whether patients were going into a nursing home were 
factors influencing whether a home visit was required or could have a negative 
outcome for patients.  
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The focus on risk management and/or equipment provision on home visits, were points 
of contention, reflecting the differing beliefs and approaches that can be taken on 
home visits.  
 
8.3. The findings in relation to future research and implementation 
Due to financial priorities, future research is likely to investigate the effectiveness of 
home visits in terms of reducing hospital lengths of stay and readmission. However, 
unless research investigates all of the potential values a home visit can offer, the longer 
term cost-effectiveness of this intervention in terms of adjustment, self-management 
and quality of life will be ignored. Each of these reasons for completing a home visit 
was identified as being of key value to patients returning home after stroke. 
 
If future research neglects the investigation of the value of completing home visits for 
the purposes that have been identified in this study, it is likely that OTs will continue to 
complete home visits for their preferred purpose, as opposed to evidence based 
practice. 
 
However, quantifying these values may prove difficult; for example, the measurement 
of adjustment is subjective. Also the findings indicated that completing home visits for 
different purposes, held different values for individual patients, further making it 
difficult to generalise the specific value of home visits after stroke. 
 
A multicentre RCT would capture the influences of different working cultures, resource 
and practice, but there still remains the difficulty in objectively measuring the value of 
completing a home visit for each of the purposes raised by the participants in this 
study. The cohort study design was used in the HOVIS trial and may need to be 
ĐŽŶƐŝĚĞƌĞĚŝŶƚŚĞĨƵƚƵƌĞƚŽĞŶĂďůĞƌĞƐĞĂƌĐŚƚŽĐĂƉƚƵƌĞ ‘ƌĞĂůǁŽƌůĚ ?ŚŽŵĞǀŝƐŝƚƉƌĂĐƚŝĐĞ ? 
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The findings of this study indicate that future research investigating home visits after 
stroke should consider: 
 
‚ Including patients who have cognitive impairment, 
 
‚ Whether home visits after stroke have better outcomes for patients with 
certain characteristics, 
 
‚ Identifying the cost-effectiveness of these visits not only in terms of falls and re-
ĂĚŵŝƐƐŝŽŶƐďƵƚĂƉĂƚŝĞŶƚ ?ƐůŽŶŐĞƌƚĞƌŵĂďŝůŝƚǇƚŽƌĞŵĂŝŶĂƚŚŽŵĞ ?ĂƉĂƚŝĞŶƚ ?Ɛ
quality of life, and adjustment to life after stroke, 
 
‚ Designing interventions based on both OT and patient concerns that are raised 
on the home visit and allow sufficient time for patients to discuss the concerns 
that they have. 
 
Addressing these issues would support implementation of future research findings as 
the outcomes of the research would relaƚĞƚŽƚŚĞ ‘ƌĞĂůǁŽƌůĚ ?ŝƐƐƵĞƐƚŚĂƚƉĂƚŝĞŶƚƐĂŶĚ
OTs face in stroke rehabilitation. 
  
8.4. Clinical implications of the research 
The findings indicated that there were potentially different priorities for experts, OTs 
and patients on a home visit, with OTs being more concerned about safety checks on a 
ƉĂƚŝĞŶƚ ?ƐƌĞƚƵƌŶŚŽŵĞ ?dŚĞƐĞĨŝŶĚŝŶŐƐŚŝŐŚůŝŐŚƚƚŚĞŝŵƉŽƌƚĂŶĐĞŽĨĐůŝŶŝĐĂůůǇƌĞĂƐŽŶŝŶŐ
whether visits are being completed to reassure the OT and, if so, whether alternative 
less expensive methods could be used to gather this information, as suggested by the 
experts and certain senior OTs. 
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The process of home visits was perceived to enable a patient to take control over 
decisions about returning home, which was an important finding. This encompassed 
the need for OTs to educate and provide relevant information to support patients to 
self-manage their life on their return home. This also involved joint decisions about the 
focus of the home visit. Self-management was perceived by the experts as a key 
development to consider in home visiting practice. Certain patients felt that they could 
manage well on their return home; for others this was not the case and the importance 
of empowering patients, particularly those who lived alone with a reduced social 
support, was evident. 
 
Key implications for OTs: 
‚  ůƚĞƌŶĂƚŝǀĞůĞƐƐĐŽƐƚůǇŵĞƚŚŽĚƐŽĨ ‘ĐŚĞĐŬŝŶŐ ?ƚŚĂƚƚŚĞŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚŝƐ
ƌĞĂĚǇĨŽƌĂƉĂƚŝĞŶƚ ?ƐƌĞƚƵƌŶŚŽŵĞĐŽƵůĚďĞĐŽŶƐŝĚĞƌĞĚŝĨƚŚĞƐŽůĞƉƵƌƉŽƐĞŽĨƚŚĞ
visit is to reassure the OT about physical environmental related risks, 
  
‚ OTs should plan the focus of the visit with their patients and carers, 
 
‚ OTs should incorporate time for discussion about patient concerns on the home 
visit/whilst discharge planning and provide written information where required 
to support this discussion, 
 
‚ OTs need to ensure patients are enabled to undertake the recommendations 
from the home visit, as this was identified to be a source of considerable 
frustration for patients on their return home, 
 
‚ OTs should consider the characteristics of their patients and clinically reason 
why individual patients require a home visit. 
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Due to the multi-fĂĐĞƚĞĚŝŵƉĂĐƚŽĨƐƚƌŽŬĞ ?ĂŶĚƉĂƚŝĞŶƚƐ ? personal circumstances, the 
findings of this research highlight the difficulty in assigning patients into specific groups 
when determining the value of this practice. It would appear that, when making home 
visit decisions, a number of different factors impact on how valuable a visit was 
perceived to be. This is supported by a study undertaken by Whitehead (2013), which 
identified that a number of characteristics can impact on home visit decisions, but that 
certain influences may override other clinical decisions, for example patient and carer 
concerns/choice.  
 
This research has highlighted that different clinicians and patients not only had 
differing opinions about the value of home visits after stroke, but also placed different 
values on the same purpose for completing home visits. This makes it difficult to define 
and measure the value of this practice which will require innovative research methods 
in future investigations. 
 
This research has raised concerns about a change in home visit practice, with a 
perception that home visits have become less patient-centred. Before OTs are forced 
into changing their practice, future research must thoroughly investigate the complex 
and multiple values this intervention can offer as identified in this study. Without this 
research, practice will continue to be influenced by pragmatic factors and the 
perceived values home visits offer patients who have had a stroke will be neglected. 
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Overview 
In order to ensure that the patients taking part in the feasibility RCT of the HOVIS study 
were allocated to the two study groups in a systematic manner, the HOVIS team 
developed criteria for the home visit essential cohort.  
ƌŝƚĞƌŝĂǁĞƌĞĞƐƚĂďůŝƐŚĞĚĨŽƌƚŚĞ ‘ŚŽŵĞǀŝƐŝƚĞƐƐĞŶƚŝĂů ?ĐŽŚŽƌƚĨŽůůŽǁŝŶŐƉƌĞůŝŵŝŶĂƌǇ
work with the clinical staff in the stroke rehabilitation unit. The criteria aimed to 
include patients who needed a home visit before discharge, according to the 
occupational therapists who were working with them. The intention was that the 
occupational therapist, in collaboration with the multi-disciplinary team, would 
determine whether the patient should have a home visit according to the agreed 
criteria. All participants who did not meet the home visit essential criteria were eligible 
for entry into the randomised controlled trial and for randomisation to either receive a 
home visit or no home visit (hospital interview).  
 The home visit essential criteria were: 
 Patients which staff believed could not be assessed without a visit, for example: 
 Not independent transferring e.g. from bed to chair, from wheelchair to another chair. 
Suitability of environment for safe use of new equipment such as walking aids, hoist 
and wheelchair access. 
The criteria aimed to standardise the reasons for entering patients into the cohort, and 
to enhance the rigour of the research design.   
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Date: 
Dear 
RE: Home Visits after Stroke Study 
We are currently conducting a study investigating occupational therapy pre-discharge 
home visits after stroke. I am writing to ask if you would be willing to participate in an 
interview as part of the research. It will cover your opinions on current and ideal home 
visiting practice and your perception on the purpose of home visits. 
We are planning to interview experts within this field, as part of the research. We 
would like to ask you to be one of our expert informants. If you agree to take part, a 
member of the research team will conduct an interview with you. This will be arranged 
at a time and location that is convenient for you. It could be a telephone interview if 
you prefer. 
The interview will last for approximately 45 minutes and will be audio recorded with 
your consent.  
The main aim of gathering this information is to inform the design of a second stage of 
our research which will be a survey with senior occupational therapists. It is intended 
that the results of the research will be published formally in scientific journals and in 
patient newsletters. You will not be identified in any report or publication. 
A member of the research team will contact you by phone within two weeks of the 
date of this letter to confirm whether you are willing to take part. However if you 
would like any further information before this time, please feel free to contact me.  
Yours sincerely 
 
Dr Avril Drummond 
Associate Professor in Rehabilitation 
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27
th
 July 2010 
 
Dear Specialist Section Member 
RE: HOVIS (Home Visits after Stroke): a feasibility study of pre-discharge occupational 
therapy home visits after stroke. 
We are currently conducting a study investigating occupational therapy pre discharge 
home visits after stroke. I am writing to ask for senior occupational therapists working 
within this field to volunteer to participate in an interview about home visits. 
If you agree to take part in this study, a member of the research team will conduct a 
telephone interview with you, arranged at a time that is convenient for you. The 
interview would last for approximately 30 minutes and with your permission, would be 
tape recorded. The interview will cover areas such as general home visiting procedures 
and ask you about patients who receive a home visit.  Identifying details of individual 
patients will not be required. All information you provide will be kept confidential and 
neither you or your place of work will be identified. 
The main aim of gathering this information will be to identify and describe current 
practice in occupational therapy pre discharge home visits after stroke. If you take part 
in this research we will send you a certificate to acknowledge your participation in the 
HOVIS research study.  If you wish to be identified in the research, you have the option 
of having your name in the acknowledgements of the final paper. 
If you wish to participate in this research or discuss the research further, please contact 
a member of the research team; Phillip Whitehead or Karen Fellows, (contact details 
listed below).   
Karen Fellows: Karen.fellows@nottingham.ac.uk 
Phillip Whitehead: Phillip.j.whitehead@nottingham.ac.uk 
 Telephone: 0115 8231458 
Yours sincerely 
 
Dr Avril Drummond  
Associate Professor in Rehabilitation 
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What is the purpose of the interview? 
In addition to the information we are collecting in the HOVIS study, we would like to 
ĨŝŶĚŽƵƚǁŚĂƚƉĂƚŝĞŶƚƐ ?ƚŚŝŶŬĂďŽƵƚŚŽŵĞǀŝƐŝƚƐŝŶŵŽƌĞĚĞƚĂŝů ?tĞĂƌĞĐĂƌƌǇŝng out 
interviews to collect this information. This will add to the main findings in the HOVIS 
study. 
Why have I been invited to take part? 
You have been invited because you have agreed to take part in the Home Visit after 
Stroke study and will be having a pre-discharge occupational therapy home visit.  
What will happen to me if I take part? 
If you choose to take part all your normal rehabilitation and care will continue and you 
will receive a home visit prior to returning home. In addition, the research occupational 
therapist (Karen Fellows) will see you a week after you have returned home, either at 
your one week follow-up visit or at a time that is convenient for you. 
   Home Visits after Stroke 
Patient Interview Information Sheet 
As part of the Home Visit after Stroke (HOVIS) study you have agreed to take part 
in, we are asking a small number of patients if they would like to participate in a 
short interview about their experience of having a pre-discharge occupational 
therapy home visit. This is part of a sub-study to the HOVIS trial. 
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Karen will talk to you for about 20-30 minutes and ask questions about what your 
home visit involved and how you felt about it. 
Do I have to take part? 
It is up to you to decide whether to take part in the interview. You have some time to 
think about it. The research occupational therapist, Karen Fellows will contact you 
within two days of receiving this information sheet, to ask if you would like to 
participate in the interview. Karen will also be able to answer any further questions 
that you may have. If you do decide to take part, you will be given this sheet to keep, 
and asked to sign a consent form. Even if you give your consent, you can withdraw 
from the interview at any time, without giving a reason. This will not affect the care you 
receive. 
You will still receive the care normally available even if you decide not to take part in 
the interview. 
What will I have to do if I want to take part? 
If you decide to take part in the interview you do not have to do anything  W Karen will 
contact you on the ward to ask whether you want to take part.  
What are the potential benefits of taking part? 
There may be no direct benefit to you. However the information we get from you will 
help the research team to have a better understanding of the value home visits have to 
patients, which in turn will help to put the findings of the study into context with 
patient experiences, views and opinions. 
Are there any problems with the study? 
dŚŽƐĞƉĂƚŝĞŶƚƐ ? ?ǁŚŽĂƌĞƵŶĂďůĞƚŽĐŽŵŵƵŶŝĐĂƚĞƚŚĞŝƌǀŝĞǁƐǀĞƌďĂůůǇ ?ǁŝůůďĞĞǆĐůƵĚĞĚ
from this part of the study, due to the data collection method and analysis process. At 
present it is not possible to include non-English speakers, as this is a pilot study. 
Will it cost me anything to take part? 
It will not cost you anything to take part.  
Will my taking part in the study be kept confidential? 
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Yes. We will follow established ethical and legal practices and all information about you 
will be handled confidentially. All information which is collected about you during the 
course of the study will be kept strictly confidential and any information about you will 
have your name and address removed so you cannot be identified. 
Karen will ask your permission to record and type up (transcribe) the interview for 
analysis purposes. The recordings would be stored in a secure data base only accessible 
to authorised individuals from the University of Nottingham, the research group and 
regulatory authorities. All typed information would be anonymised. The findings will be 
reported in writing and although what you have said in the interview may be quoted 
directly, your identity will remain anonymous. If you wish to say something off the 
record, you can inform Karen and this information will not be transcribed, analysed or 
reported. 
Will the research team have access to my medical details? 
Yes with your consent. The research team will need to collect basic information about 
you from the medical notes, such as your date of birth. This information will only be 
ĐŽůůĞĐƚĞĚ ŽŶĐĞ ǇŽƵ ŚĂǀĞ ĐŽŶƐĞŶƚĞĚ ĂŶĚ ǁŝůů ďĞ ŚĞůĚ ŝŶ ůŝŶĞ ǁŝƚŚ ƚŚĞ dƌƵƐƚ ?Ɛ
confidentiality policy.  
tŚĂƚǁŝůůŚĂƉƉĞŶŝĨ/ĚŽŶ ?ƚǁĂŶƚƚŽĐĂƌƌǇŽn with the interview? 
Your participation is voluntary and you are free to withdraw at any time, without giving 
any reason, and without your legal rights being affected.  If you withdraw then the 
information collected so far cannot be erased and this information may still be used in 
the project analysis. You will continue to receive treatment as normal from the Stroke 
Rehab Unit.  
Please note this is a sub-study to the HOVIS trial and if you choose to withdraw from the 
interview you can still continue to take part in the trial. You can also continue with the 
interview but not the trial.  
What if there is a problem? 
If you have any concerns about the interview you are encouraged to speak to a 
member of the research team and they will do their best to answer your questions. You 
can also contact the principal investigator, Dr Avril Drummond. If you remain unhappy 
and wish to complain formally you can do this through the NHS complaints procedure. 
The contact details are given at the end of this document. 
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What will happen to the results of the research? 
It is intended that the results of the research will be published formally in scientific 
journals and published in patient newsletters. Part of this study will be written up as an 
educational qualification. You will not be identified in any report or publication. 
Who is organising and funding the research? 
The research is being organised by The University of Nottingham and CLAHRC NDL 
(Collaboration for Leadership in Applied Health Research and Care Nottinghamshire, 
Derbyshire and Lincolnshire), with support of Derby Hospitals NHS Foundation Trust. 
CLAHRC NDL is funded by The National Institute for Health Research. 
There is a steering group that meets regularly to advise the research team. The group 
includes experienced research therapists, a stroke patient representative and a 
member of the Stroke Rehabilitation Unit multi-disciplinary team. 
Who has given permission for the study to be carried out? 
All research in the NHS is looked at by an independent group of people, called the 
Research Ethics Committee to protect your safety, rights wellbeing and dignity. This 
study has been reviewed and given favourable opinion by Berkshire Research Ethics 
Committee.  
Further information and contact details for the study: 
Karen Fellows, Research Occupational Therapist. University of Nottingham 
Division of Rehabilitation and Ageing, B Floor, Medical School, Queens Medical Centre, 
Nottingham, NG7 2UH Tel: 01332 788778 / 0115 8231458 
karen.fellows@nottingham.ac.uk 
Karen will also be present on the ward during the week if you wish to talk to her. 
Dr Avril Drummond, Chief Investigator. 
Division of Rehabilitation and Ageing, B Floor, Medical School, Queens Medical Centre, 
Nottingham, NG7 2UH. Tel: (0115) 8230226 
Email: avril.drummond@nottingham.ac.uk 
NHS complaints procedure 
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Patient Advice and Liaison Service (PALS)  WRoyal Derby Hospital                                          
Uttoxeter Road    Mobile: 08007837691  
DE1 2QY Derby    Phone: 01332 785156 
Out of hours 24 hour phone service text facility 07799337717 
NHS direct: 0845 4647 
 
Thank you for taking the time to read 
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Consent form 
Home Visits after Stroke: Patient Interview Sub-study 
 
REC ref: 10/H0505/41   
Name of Researcher:         
Name of Participant: 
1. I confirm that I have read and understand the patient interview 
information sheet, final version one dated 15/06/11 for the above study 
and have had the opportunity to ask questions. 
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving any reason, and without my 
medical care or legal rights being affected. I understand that should I 
withdraw then the information collected so far cannot be erased and 
that this information may still be used in the project analysis. 
3. I understand that relevant sections of my medical notes and data 
collected in the study may be looked at by authorised individuals from 
the University of Nottingham, the research group and regulatory 
authorities where it is relevant to my taking part in this interview. I give 
permission for these individuals to have access to these records and to 
collect, store, analyse and publish information obtained from my 
participation in this interview. I understand that my personal details will 
be kept confidential. 
4. I understand that the interview will be recorded and that anonymous 
direct quotes from the interview may be used in the study reports 
5. I agree to take part in the interview. 
______________________ ______________     ____________________ 
Name of Participant   Date          Signature                                              
____________________ ______________     ____________________ 
Name of Person taking consent  Date          Signature (if different from Principal Investigator) 
Please initial box 
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HOVIS Study  W Topic guide for interviews with key informants:  
 CP07/07/10  
Introduction 
/ŶƚƌŽĚƵĐĞƐĞůĨ ?  ‘tĞĂƌĞŝĚĞŶƚŝĨǇing and documenting current practice of pre-discharge 
occupational therapy home visits for people who have had a stroke, and as such we are 
interviewing experts in order to get their views on the purpose and value of these 
home visits. I would like to audio record the interview if that is ok with you? [turn on 
recorder] Any information you share with us will be anonymised in later reports and/or 
ƉƵďůŝĐĂƚŝŽŶƐ ?/ĨǇŽƵǁŽƵůĚůŝŬĞƚŽƐĂǇĂŶǇƚŚŝŶŐ ‘ŽĨĨƚŚĞƌĞĐŽƌĚ ?ƉůĞĂƐĞůĞƚŵĞŬŶŽǁĂŶĚ
the information will not ďĞƋƵŽƚĞĚŽƌƌĞĨĞƌƌĞĚƚŽŝŶĨƵƚƵƌĞ ? ? 
Consent: Could you please state your name and consent to be interviewed for the tape. 
Topic areas: 
 
1) Could you start by introducing yourself and your role? 
2) Could you tell me briefly about your experience of occupational therapy pre-
discharge home visits for people who have had a stroke? 
3) Could you tell me what you think is involved in current home visit practice for 
people who have had a stroke?  
- tŚĂƚŝƐƚŚĞĐŽŶƚĞŶƚŽĨǀŝƐŝƚƐ ? ? ‘tŚĂƚŚĂƉƉĞŶƐŽŶĂǀŝƐŝƚ ? ? 
- Who is involved? 
- How long do they take? 
- When are they done? 
- What resources do they require? 
4) What is the purpose of doing pre-discharge home visits for people who have 
had a stroke? 
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- Why are they done? Why is it important that they are done? Should they be done at 
all? 
- What are the effects/benefits of undertaking pre discharge home visits? What iS 
their value? 
5) Could you tell me what happens with the information that is collected on the 
pre discharge home visit? 
- How is the report/information used? 
- How are issues followed up or passed on to the relevant people? 
6) Do you think there are there any disadvantages to undertaking pre discharge 
home visits for people who have had a stroke? 
7) In an ideal world, of the people who have had a stroke, which ones do you think 
should be given a pre-discharge home visit, and when? 
8) How do you think OTs decide which stroke patients get given a pre-discharge 
home visit?  
9) How would you change or improve home visiting practice for people who had 
had a stroke? 
10) How receptive do you think multi-disciplinary teams would be to making 
changes to home visit practice for people who have had a stroke? 
11) What barriers are there to making changes to home visit practice for people 
who have had a stroke? What would help change to happen? 
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HOVIS Study  W Topic guide for telephone interviews with senior Occupational 
Therapists    KF10/01/11 
Introduction 
We are undertaking these interviews because our study is very interested in 
KĐĐƵƉĂƚŝŽŶĂůdŚĞƌĂƉŝƐƚƐ ?ĚĞĐŝƐŝon making processes about which people who have had 
a stroke are offered a pre-discharge home visit, and which are not. We are also 
interested in OTs descriptions of what pre-discharge home visits involve in practice. 
The intention of this interview is not to judge or check your decision making or the 
quality of care you provide, rather we are interested in how and why it is decided that 
certain patients require a pre-discharge home visit, and others do not. If you would like 
ƚŽƐĂǇĂŶǇƚŚŝŶŐ ‘ŽĨĨƚŚĞƌĞĐŽƌĚ ?ƉůĞĂƐĞůĞƚŵĞŬŶŽǁĂŶĚƚŚĞŝŶĨŽƌŵĂƚŝŽŶǁŝůůŶŽƚďĞ
ƋƵŽƚĞĚŽƌƌĞĨĞƌƌĞĚƚŽŝŶĨƵƚƵƌĞ ? ? 
Consent 
I would like to audio record the interview  W is that ok? [Turn on recorder] Could you 
please give your name and consent to be interviewed for the recorder? 
Topic areas 
1) Could you start by briefly introducing yourself and telling me a bit about the 
service you work in? 
- How many patients are on the ward/in the unit? What is the average length of 
stay? 
- How many OTs are in the team? What range of grades? 
 
2) How many stroke patients do you currently have on your caseload? 
 
3) Could you tell me about the purpose of doing pre-discharge home visits for 
people who have had a stroke? 
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- Why are they done? Why is it important that they are done? Should they be 
done at all? 
- What are the effects/benefits of undertaking home visits for people who have 
had a stroke? What is their value? 
- Are there any disadvantages to undertaking pre-discharge home visits for 
people who have had a stroke 
 
4) Could you broadly tell me about what they involve/the content of the visit?  
- How long do they take? 
- Who goes on these visits and why? 
- Do you use checklists? Which ones? 
-  
5) How commonly do you undertake either discharge and/or access visits? Why 
are/would these types of visits completed? 
 
6) Could you tell me what happens with the information that is collected on the 
pre discharge home visit?  
- How is the report/information used? 
- How are issues followed up or passed on to the relevant people? 
 
7) Could you tell me about a stroke patient on your caseload that you would do a 
pre-ĚŝƐĐŚĂƌŐĞŚŽŵĞǀŝƐŝƚĨŽƌ ?ŽŶĞǇŽƵǁŽƵůĚŶ ?ƚĂŶĚŽŶĞǇŽƵĂƌĞŶŽƚƐƵƌĞĂďŽƵƚ ? 
- Could you talk me through how and why you came to that particular decision 
for each of those patients, and what their home visit will involve? 
- When in their patient journey did it become clear whether they required a 
home visit or not? 
 
8) Do you complete pre-discharge home visits for patients going into a nursing 
home? Could you tell me what that would involve 
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9) Who makes the decision to undertake a pre-discharge home visit for a patient 
who has had a stroke? 
- The Occupational Therapist? Physiotherapist? Consultant? Patient & family? 
 
10) Is there a memorable pre-discharge home visit for a person who has had a 
stroke that you were involved in that you could tell me about?   
 
11) Have you ever done a home visit for a stroke patient where you got there and it 
was not essential? 
 
12) Do you think there are ways in which pre-discharge home visits for people who 
have had a stroke could be improved?  
- are there ways in which things could be done differently? 
 
13) ƌĞƚŚĞƌĞǁĂǇƐŝŶǁŚŝĐŚŝŶĨŽƌŵĂƚŝŽŶĂďŽƵƚƚŚĞƉĂƚŝĞŶƚ ?ƐŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚ
could be collected differently? 
 
14) Have there been any new ways of doing things/changes to the way in which 
pre-discharge home visits for people who have had a stroke are done? 
 
- Changes put in place by you or your team? How successful have they been? 
- Changes imposed on the team? Why? 
- Have changes been attempted that were not successful? What happened? 
 
15) Is there anything else you would like to say about pre-discharge home visits for 
stroke patients? 
 
16) Is there anything you would like to ask me? 
Thanks and end 
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HOVIS Study  W Topic guide for face to face interviews with patients recruited to the 
HOVIS study 10/07/11 
Introduction 
We are undertaking these interviews because we are very interested in patient views 
and experiences of having a pre-discharge home visit, after a stroke. This will add to the 
main findings of a bigger study (HOVIS study). If you would lŝŬĞƚŽƐĂǇĂŶǇƚŚŝŶŐ ‘ŽĨĨƚŚĞ
ƌĞĐŽƌĚ ?ƉůĞĂƐĞ ůĞƚŵĞŬŶŽǁĂŶĚ ƚŚĞ ŝŶĨŽƌŵĂƚŝŽŶǁŝůůŶŽƚďĞƋƵŽƚĞĚŽƌ ƌĞĨĞƌƌĞĚ ƚŽ ŝŶ
ĨƵƚƵƌĞ ? ? 
Consent 
I would like to audio record the interview  W is that ok? [Turn on recorder] Could you 
please give your name and consent to be interviewed for the recorder? 
Topic areas 
1) Do you remember having a home visit with your occupational therapists 
from the stroke rehab unit prior to being discharged from hospital? 
-Your OT was called... 
-You will have been brought home for about an hour or so 
2) Can you tell me about the home visit you had with the occupational 
therapist before you were discharged from the stroke rehabilitation unit? 
 
-what did you do on the visit? 
-was any equipment left? (if so how have you been managing to use this?) 
-how did you feel about the visit before, during and after the visit? 
3) Were there any positive aspects to the visit? (Did you enjoy any aspects or 
feel good about any aspects?) 
-If so can you tell me about these? why do you feel this was a good 
experience? 
4)   Were there any negative aspects to the visit? (Did you feel bad about any 
aspects or feel anxious or upset?) 
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  -Can you tell me about these? why did you feel they were negative?  
  5) Would you choose to have a home visit? 
         - Can you tell me why ǇŽƵǁŽƵůĚ ?ǁŽƵůĚŶ ?ƚĐŚŽŽƐĞƚŽŚĂǀĞĂŚŽŵĞǀŝƐŝƚ ? 
6) Were you given the choice whether you had a home visit on the stroke 
rehabilitation unit? 
-Was the visit discussed with you and your family prior to having the visit? 
-Did/would you find this useful or not? Can you explain why/why not? 
7) Are there any ways in which you feel pre-discharge home visits for patients 
who have had a stroke could be improved? Please tell me about this 
8) Is there anything else you would like to say about your pre-discharge home 
visit after stroke or this subject? 
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Overview 
dŚĞŶĂƚƵƌĞŽĨƚŚŝƐƌĞƐĞĂƌĐŚǁĂƐƚŽĞǆƉůŽƌĞĂŶĚŵĂŬĞƐĞŶƐĞŽĨƚŚĞƉĂƌƚŝĐŝƉĂŶƚƐ ?
perceptions and generate theory as to the value of home visits after stroke. To ensure 
research rigour a transparent description of the analysis process was produced as the 
analysis took place. Here an audit trail of the analysis processes for interview data 
generated with each of the participant groups, after the initial coding phase, is 
provided. This is included to enable the reader to understand how the analysis 
developed. The author decided to include this level of description in response to 
qualitative analysis often being criticised for poorly described analysis processes. The 
use of an audit trail provides a thick description of the analytical processes (Carcary, 
2009). 
 
ƉƉĞŶĚŝǆ/ PǆƉĞƌƚƉĂƌƚŝĐŝƉĂŶƚƐ ?ƚŚĞŵĂƚŝĐĂŶĂůǇƐŝƐĂƵĚŝƚƚƌĂŝů 
Following initial familiarisation with the expert data (Stage one of thematic analysis as 
described by Braun and Clark, 2006), whereby the interview recordings were listened 
to and the transcripts were read, the second phase of coding the data took place. Sixty-
one codes were identified during the coding process. Each code was written down and 
mapped visually to enable meaningful patterns of data to be searched for in response 
to the research question: what is the value of a pre-discharge home visit for a patient 
who has had a stroke? Four initial themes developed: i) Effective use of resources, ii) 
Differing purposes for completing a home visit, ii) Influences on home visit practice and 
iv) Patient and carer informed choice.  
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Figure 1: Expert participation analysis initial themes 
 
  
* Evidenced based practice      
 
The experts reported that home visits, although of value to certain patients, were not 
ŶĞĐĞƐƐĂƌǇĨŽƌĂůů ?ŚĞŶĐĞƚŚĞĐŽŶƐŝĚĞƌĂƚŝŽŶŽĨ ‘ǁŚŽ ?ƚŚĞǇǁĞƌĞŽĨŵŽƐƚǀĂůƵĞƚŽ ?dŚŝƐ
opinion was heavily influenced by the need to use resources effectively and the 
perceived cost of these visits, ŚĞŶĐĞƚŚĞĚĞǀĞůŽƉŵĞŶƚŽĨƚŚĞ ‘ĨĨĞĐƚŝǀĞƵƐĞŽĨƌĞƐŽƵƌĐĞƐ ?
theme.  This desire to use resources effectively was perceived to have resulted in a 
change in practice, with the experts reporting that fewer home visits were being 
completed when compared to previous practice. 
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Alternative methods of completing home visits, when a home visit was not deemed 
necessary were suggested by the experts, e.g. consideration of cheaper ways of 
obtaining the same information that a pre-discharge home visit would provide.  
 
ƚƚŚŝƐƉŚĂƐĞ ‘ŝĨĨĞƌĞŶƚƉƵƌƉŽƐĞƐĨŽƌĐŽŵƉůĞƚŝŶŐĂŚŽŵĞǀŝƐŝƚ ?ĚĞǀĞůŽƉĞĚĂƐĂŶŝŶŝƚŝĂů
theme to reflect different reasons why a home visit was completed, i.e. to assess the 
patient and/or to treat their difficulties, with a focus on risk management and 
or/quality of life issues. The experts described how the content of a home visit 
reflected who benefited most in the transfer of care from hospital to home, the OT, the 
wider multi-disciplinary team, the hospital organisation, or the patient and their 
families. There was a concern that risk management was being completed to alleviate 
OT fears about patient safety, as opposed to being of prime value to the patient. The 
following question was asked: who benefits from a home visit and who was being 
supported in the discharge process, the OT, the patient, or both? This is highlighted in 
the diĂŐƌĂŵƵŶĚĞƌƚŚĞĐĞŶƚƌĂůƚŚĞŵĞ ‘dƌĂŶƐŝƚŝŽŶŽĨĐĂƌĞĨŽƌǁŚŽŵ ? ? 
 
Once the initial themes had developed, reviewing and refinement started to take place 
(phase four as described by Braun and Clark, 2006). This process of refinement included 
checking that no relevant data has been missed and that the themes accurately 
answered the research question. This stage of analysis was twofold, firstly checking if 
the themes worked in relation to the coded extracts, and secondly the entire data set 
ŐĞŶĞƌĂƚĞĚĂƚŚĞŵĂƚŝĐ ‘ŵĂƉ ?ŽĨƚŚĞĂŶĂůǇƐŝƐ ?ƌĂƵŶĂŶĚůĂƌŬ ? ? ? ? ? P ? ? ? ? 
 
At this point it was evident that certain initial themes that had developed were either 
too diverse and could be separated into smaller themes, or they did not have enough 
data to support them, and were either disregarded, or incorporated with other themes. 
 
FollŽǁŝŶŐŽŶŐŽŝŶŐĂŶĂůǇƐŝƐŽĨƚŚĞ ‘/nfluencĞƐŽŶŚŽŵĞǀŝƐŝƚƉƌĂĐƚŝĐĞ ?ƚŚĞŵĞ ?ŝƚǁĂƐ
identified that each of the stakeholder groups: the OT, the wider MDT, the hospital 
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organisation, and the patient and their families, could mutually benefit from the value 
of a home visit. For example, although there were concerns about risk adverse practice 
from OTs, the experts also believed that home visits could prevent falls and hospital 
readmissions, which has equal value for the patient and also the hospital organisation 
ĂůŽŶŐǁŝƚŚƚŚĞKd ?,ĞŶĐĞ ?ƚŚĞ ‘dransition of care for whom? ?ƚŚĞŵĞǁĂƐĚŝƐƌĞŐĂƌĚĞĚ
and its components formed parts of other themes. 
 
During the refining stage of analysis, when the original research question was returned 
ƚŽ ?ƚŚĞƚŚĞŵĞ ‘ŝĨĨĞƌŝŶŐƉƵƌƉŽƐĞƐĨŽƌĐŽŵƉůĞƚŝŶŐĂŚŽŵĞǀŝƐŝƚ ?ǁĂƐ developed to 
ŝŶĐŽƌƉŽƌĂƚĞƚŚĞ ‘Werson, function aŶĚĞŶǀŝƌŽŶŵĞŶƚĨŝƚ ?ƚŚĞŵĞĂŶĚ ‘Zisk management 
ǀĞƌƐƵƐƋƵĂůŝƚǇŽĨůŝĨĞ ? ? The value of completing a home visit for each of the stated 
purposes: to minimise risks to patients, enhance independence in ADL, and improve a 
ƉĂƚŝĞŶƚ ?ƐƋƵĂůŝƚǇŽĨůŝĨĞ ?ǁĂƐŝĚĞŶƚŝĨŝĞĚƚŽůŝŶŬďĂĐŬƚŽƚŚĞǀŝƐŝƚs capability to determine 
ƚŚĞ ‘WĞƌƐŽŶ ?ĨƵŶĐƚŝŽŶĂŶĚĞŶǀŝƌŽŶŵĞŶƚĨŝƚ ? ? 
 
The experts perceived the overarching value of home visits after stroke was the 
ŝĚĞŶƚŝĨŝĐĂƚŝŽŶŽĨĂƉĂƚŝĞŶƚ ?ƐĂďŝůŝty to perform functional tasks within their home 
environment. ,ŽǁĞǀĞƌ ?ƚŚĞĨŽĐƵƐŽĨƚŚŝƐ ‘Ĩŝƚ ?ǀĂƌŝĞĚĚĞƉĞŶĚŝŶŐŽŶƚŚĞƐƉĞĐŝĨŝĐƉƵƌƉŽƐĞ
of the home visit. Therefore, this theme draw a comparison between the values a 
ŚŽŵĞǀŝƐŝƚĐĂŶŽĨĨĞƌƚŽĂŶŝŶĚŝǀŝĚƵĂů ?Ɛ ‘ƋƵĂůŝƚǇŽĨůŝĞ ? ?ĂŶĚƚŚĞ ‘ŵĂŶĂŐĞŵĞŶƚŽĨƌŝƐŬƐ ?Ăƚ
home, which formed part of this theme.  
 
The author ascertained that the findings represented what the research had aimed to 
explore. The outcomes of the developing themes were fed back to the HOVIS team, 
allowing for further reflection and refining of the themes.  
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Figure 2: Expert participant analysis refined themes 
 
In the final phases of analysis the themes were defined on the essence of what each of 
the themes meant, and how the findings added to the theoretical basis for the value of 
home visits after stroke was reported (Phases five and six of thematic analysis as 
described by Braun and Clark, 2006). 
 
/ƚǁĂƐĚƵƌŝŶŐƚŚĞƐĞĨŝŶĂůƉŚĂƐĞƐƚŚĂƚƚŚĞƚŚĞŵĞ ‘/ŶĨůƵĞŶĐĞƐŽŶŚŽŵĞǀŝƐŝƚŝŶŐƉƌĂĐƚŝĐĞ ?
 ?KdƐ ?ďĞůŝĞĨƐĂŶĚƌŝƐŬĂĚǀĞƌƐĞƉƌĂĐƚŝĐĞ ? ?ǁĂƐĐŽŵďŝŶĞĚǁŝƚŚ ‘Zisk management v. quality 
ŽĨůŝĨĞ ? ?ĚƵĞƚŽƚŚĞŽǀĞƌůĂƉƐŝŶƚŚĞĞƐƐĞŶĐĞŽĨƚŚĞƐ ƚŚĞŵĞƐ ? 
 
Whilst writing up the findings, it was reflected that the experts perceived that, by 
providing patients with more control about what happens during a visit, and 
ĐŽŶƐŝĚĞƌŝŶŐĂƉĂƚŝĞŶƚ ?ƐŚŽƉĞƐĂŶĚ ?ŽƌĐŽŶĐĞƌŶƐĨŽƌƚŚĞĨƵƚƵƌĞ ?ƉƌĞǀŝŽƵƐůǇŚŝŐŚůŝŐŚƚĞĚĂƐ
potential influences on practice), patients were able to take control over the 
management of their condition. This, in turn, prevented them from becoming anxious 
about the outcome of a home visit, ŚĞŶĐĞƚŚĞĚĞǀĞůŽƉŵĞŶƚŽĨƚŚĞ ‘Watient control 
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ƚŚĞŵĞ ? ?dŚĞĂŶǆŝĞƚŝĞƐĂƉĂƚŝĞŶƚǁĂƐƌĞƉŽƌƚĞĚƚŽĨĂĐĞ ?ǁĞƌĞƉĞƌĐĞŝǀĞĚƚŽďĞĂƐĂƌĞƐƵůƚ
of lack of control about their discharge destination and what might happen to them as 
ĂƌĞƐƵůƚŽĨ ‘ĨĂŝůŝŶŐ ?ƚŚĞŚŽŵĞĂƐƐĞƐƐŵĞŶƚ ?dŚĞƌĞĨŽƌĞƚŚŝƐĨŝŶĚŝŶŐĨŽƌŵĞĚƉĂƌƚŽĨƚŚĞ
 ‘ƉĂƚŝĞŶƚĐŽŶƚƌŽůƚŚĞŵĞ ? ?&ŝŐƵƌĞ 3 illustrates the defined themes: 
 
Figure 3: Expert participant defined themes 
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Appendix J: Senior OT thematic analysis audit trail 
Following initial familiarisation with all of the data, the data that specifically related to 
the value of having a home visit after stroke, was coded separately, as explained in 
chapter three. One-hundred and sixty codes were developed. Following further 
analysis, and the identification of patterns in the codes through use of a visual map, 
thirteen initial themes were developed.  
 
Figure 4: Senior OT analysis initial themes  
Note:  Themes of the same colour were themes that linked together  
 
Whilst forming initial themes (phase two of thematic analysis, (Braun and Clarke, 2006) 
not all of the codes were felt to form themes that specifically related to the value of 
home visits for patients. For example, the senior OTs referred to the value of home 
ǀŝƐŝƚƐĨŽƌƉĂƚŝĞŶƚƐ ?ƐƉŽƵƐĞƐŽƌƌĞůĂƚŝǀĞƐ ?ďƵƚƚŚĂƚǁĂƐŶŽƚƚŚĞĨŽĐƵƐŽĨƚŚŝƐƌĞƐĞĂƌĐŚ
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question. These codes were not disregarded at this point as it was felt with ongoing 
interpretation they may form part of a developing patterned response.  
 
It was evident that the senior OTs perceived home visits to be a unique opportunity to 
ĂƐƐĞƐƐĂƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐŽŶƚŚĞŝƌƌĞƚƵƌŶŚŽŵĞ ?ĂŶĚƚŚĂƚƚŚĞǇŽĨĨĞƌĞĚŵŽre in terms of a 
ŚŽůŝƐƚŝĐĂƐƐĞƐƐŵĞŶƚŽĨĂƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐǁŚĞŶĐŽŵƉĂƌĞĚƚŽĂŚŽƐƉŝƚĂůĂƐƐĞƐƐŵĞŶƚ ? 
 
When reviewing the initial themes overlaps between the meanings of the themes were 
identified ?&ŽƌĞǆĂŵƉůĞ ? ‘&eelinŐƐƚŚĞŚŽŵĞǀŝƐŝƚĞǀŽŬĞƐ ?ĂŶĚ ‘ĞŚĂǀŝŽƵƌƐ ?, described 
ŚŽǁĂƉĂƚŝĞŶƚƌĞĂĐƚƐĚƵƌŝŶŐ ‘dŚĞƚƌĂŶƐŝƚŝŽŶƚŽƌĞƚƵƌŶŝŶŐŚŽŵĞ ?ĂŶĚƚŚĞƌĞǁĞƌĞ
descriptions of how the home vŝƐŝƚƐƵƉƉŽƌƚĞĚƚŚĞƉĂƚŝĞŶƚƚŽ ‘ĚũƵƐƚƚŽůŝĨĞĂĨƚĞƌƐƚƌŽŬĞ ? ?
Following repeated questioning of the value to the patient, this theme grew to 
incorporate confidence, mood, anxiety and emotional processes, which were all felt to 
relate to a patient adjusting emotionally and psychologically to life after stroke.  
 
The rehabilitation/recovery theme included a wide range of approaches to 
rehabilitation. On further review, it was felt that the senior OTs had different views in 
terms of the approach to rehabilitation taken on a home visit, and the theme 
 ‘ZĞĐŽǀĞƌǇ PŶŽƚũƵƐƚĞƋƵŝƉŵĞŶƚƉƌŽǀŝƐŝŽŶ ?ĚĞǀĞůŽƉĞĚƚŽƌĞĨůĞĐƚ these different 
approaches.  
 
At this point, the themes were presented to the HOVIS group. One of the team 
ŵĞŵďĞƌƐǁĂƐƵŶƐƵƌĞĂƐƚŽǁŚĞƚŚĞƌ ‘ZĞĐŽǀĞƌǇ PŶŽƚũƵƐƚĞƋƵŝƉŵĞŶƚƉƌŽǀŝƐŝŽŶ ?ĐŽƵůĚďĞ
represented as a theme in its own right, as equipment provision was a more prevalent 
patterned response, when compared to the narrative that questioned the value of only 
providing equipment on home visits. The author explained that, although this was the 
case, the strong beliefs expressed in a minority of the senior OTs could not be ignored, 
and that thematic analysis did not aim to develop themes based on the highest number 
of responses, but those that were of interest and responded to the research question. 
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However, it was reflected that the way in which the theme was presented, could have 
lead the reader to believe that there was an emphasis in the senior OTs ? perceptions, 
that the home visit should not only be focusing on equipment provision, and this was 
not the case. Therefore, two separate themes were created to reflect these differing 
ǀĂůƵĞƐ P ‘omƉĞŶƐĂƚŝŽŶ ? ƚŚƌŽƵŐŚƵƐĞŽĨĞƋƵŝƉŵĞŶƚĂŶĚ ‘ZĞĐŽǀĞƌǇ ? ? 
 
During the review process, the narrative that formed the adjustment theme was found 
ƚŽŽǀĞƌůĂƉǁŝƚŚƚŚĞ ‘ZĞĐŽǀĞƌǇ ?ĂŶĚ ‘ompensation ? themes. For example, when 
discussing patients who practised tasks on the home visit, certain quotations seemed 
to support both recovery and adjustment. Where this occurred, the author had to 
consider what she interpreted as the essence of the value of the experience for the 
patient. The individual quotations were reviewed and it was decided that although 
there were overlaps, there were distinct differences in the meanings in what the senior 
KdƐǁĞƌĞƐĂǇŝŶŐĂďŽƵƚƌĞĐŽǀĞƌǇĂŶĚĂĚũƵƐƚŵĞŶƚ ? ‘ZĞĐŽǀĞƌǇ ?ǁĂƐŝŶƚĞƌƉƌĞƚĞĚƚŽƌĞĨĞƌƚŽ
a patient regaining their functional abilities and  ‘ĚũƵƐƚŵĞŶƚ ?ƌĞĨĞƌƌĞĚƚŽƚŚĞƉƌŽĐĞƐƐĂ
patient goes through in adapting to their life after stroke, which may include limitations 
and achievements in their recovery, but was not exclusive to this.  
 
As part of the reviewing/refining process the author presented the themes to a 
colleague on the HOVIS team and as a result two further analysis issues were raised. 
Firstly, the uniquely tailored nature of the home visit, as described by the senior OTs, 
was found to uŶĚĞƌƉŝŶŝƚƐǀĂůƵĞŝŶƚĞƌŵƐŽĨ ‘ZĞŚĂďŝůŝƚĂƚŝŽŶ ? ? ‘ŽŵƉĞŶƐĂƚŝŽŶ ? and 
 ‘ĚũƵƐƚŵĞŶƚ ? and therefore, formed an overarching ƚŚĞŵĞŽĨ ‘ĞƐƉŽŬĞƌĞŚĂďŝůŝƚĂƚŝŽŶ ? ?
It was also identified that the senior OTs not only talked about the bespoke nature of 
the home visit in terms of rehabilitation, but also a patienƚ ?ƐƐĂĨĞƚǇ ?ĞǆƉůĂŝŶŝŶŐŚŽǁ ?ŝŶ
ĐĞƌƚĂŝŶƐŝƚƵĂƚŝŽŶƐ ?ŝĨĂŚŽŵĞǀŝƐŝƚŚĂĚŶ ?ƚďĞĞŶĐŽŵƉůĞƚ Ě ?ĂƉĂƚŝĞŶƚǁŽƵůĚŚĂǀĞďĞĞŶ
ĚŝƐĐŚĂƌŐĞĚŚŽŵĞƵŶƐĂĨĞůǇ ?dŚĞƌĞĨŽƌĞ ?Ă ‘ĞƐƉŽŬĞŝŶƚĞƌǀĞŶƚŝŽŶ ?ƚŚĞŵĞǁĂƐĨŽƌŵĞĚĂƐ
ĂŶŽǀĞƌĂƌĐŚŝŶŐƚŚĞŵĞ ?ǁŝƚŚ ‘ZĞŚĂďŝůŝƚĂƚŝŽŶ ?ĂŶĚ ‘ƐƐĞƐƐŝŶŐ ĂĨĞƚǇŝƐƐƵĞƐ ?ďĞĐŽŵŝŶŐƚǁŽ
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ƐƵďƚŚĞŵĞƐ ? ‘ZĞĐŽǀĞƌǇ ?,  ‘ŽŵƉĞŶƐĂƚŝŽŶ ? ĂŶĚ ‘ĚũƵƐƚŵĞŶƚ ?ĐĂŵĞƚŽŐĞƚŚĞƌƚŽĨŽƌŵƚŚĞ
rehabilitation sub theme. 
 
^ĞĐŽŶĚůǇ ?ǁŚĞƚŚĞƌƚŚĞŚŽŵĞǀŝƐŝƚ ?ƐĂďŝůŝƚǇƚŽĞŶĂďůĞĂƉĂƚŝĞŶƚƚŽĐŽŵƉĞŶƐĂƚĞĨŽƌƚŚĞŝƌ
disability had the same meaning as completing a visit to ensure patient safety was 
considered. Although there was an overlap in the meanings, compensating for disability 
did not solely relate to safety, it also related to independence in functional tasks. It was 
also decided that, because these two sub-themes had been predominant across the 
data sets and did not have exactly the same meanings, they should be reported on as 
two separate themes, but their associations stated. An extract from the author ?Ɛ
reflections demonstrates this thought process: 
  
 “Is this not compensation why is this different? I think its saying OTs use 
ĞƋƵŝƉŵĞŶƚĂŶĚĂĚĂƉƚƚŚĞĞŶǀŝƌŽŶŵĞŶƚƚŽŚĞůƉŵĂŬĞƉĂƚŝĞŶƚƐƐĂĨĞ ?ƚŚĞƌĞŝƐĂŶ
ŽǀĞƌůĂƉďƵƚŝŶƚŚĞĐŽŵƉĞŶƐĂƚŽƌǇƉĂƌƚŝƚ ?ƐŶŽƚũƵƐƚĂďŽƵƚƐĂĨĞƚǇ ?ƚŚĞƉĂƌƚŝĐŝƉĂŶƚƐ
also describe functional independence ? ? 
 
At this stage, those codes that initially did not fit into the developing themes were 
reviewed and either disregarded, because they did not relate to the research question, 
or merged to form part of another theme. For exaŵƉůĞ ?ƚŚĞ ‘WƌŽĐĞĚƵƌĂůƌĞƉŽƌƚ ?ĐŽĚĞ ?
which referred to the procedural nature in which senior OTs would report their home 
visit, although interesting, did not relate to the value of the home visit for the patient, 
and was therefore disregarded at this point.   
 
All of the transcripts were re-read, which enabled the identification of the most 
appropriate quotations to be used to best describe the meaning of the themes, and 
ĂůƐŽƚŽĐŚĞĐŬŝĨĂŶǇƚŚŝŶŐŚĂĚďĞĞŶŵŝƐƐĞĚ ?dŚĞ ‘ƐƵƉƉŽƌƚ ?ĂƉĂƚŝĞŶƚƌĞƋƵŝƌĞĚŽŶ
discharge from care agencies and ongoing rehabilitation schemes, was something that 
the home visit was reported to address, but had not been specifically discussed in the 
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senior OT analysis at earlier phases. Following further interpretation, it was identified 
that patients could overcome functional difficulties in three different ways as a result of 
a home visit, ĂŶĚƚŚĞƚŚĞŵĞ ‘KǀĞƌĐŽŵŝŶŐĨƵŶĐƚŝŽŶĂůƉƌŽďůĞŵƐ ?ǁĂƐĚĞǀůŽƉĞĚ ?
combining three smaller sub- ƚŚĞŵĞƐŽĨ ‘,ŽŵĞŵŽĚŝĨŝĐĂƚŝŽŶƐ ? ?ŽƌŝŐŝŶĂůůǇ
ŽŵƉĞŶƐĂƚŝŽŶ ? ? ‘ZĞĐŽǀĞƌǇ ?ĂŶĚ ‘^ƵƉƉŽƌƚ ? ? 
 
During this phase of analysis, it was also identified that the senior OTs described 
experiences to illustrate situations of when a home visit may not be of value to 
patients. These were areas that had been identified previously and discussed within the 
developing themes as counter opinions and perceptions. However, at this point it was 
felt in order to explain the meaning of these perceptions, they should be separated 
ĨƌŽŵƚŚĞŽƚŚĞƌƌĞƐĞĂƌĐŚĨŝŶĚŝŶŐƐ ?dŚĞƌĞĨŽƌĞ ?ƚŚĞ ‘Instances that may reduce the value 
of the pre-ĚŝƐĐŚĂƌŐĞŚŽŵĞǀŝƐŝƚ ?ǁĂƐĨŽƌŵĞĚĂŶĚ ŝŶĐůƵĚĞĚ ‘WĂƚŝĞŶƚĨĂƚŝŐƵĞ ? ? ‘WĂƚŝĞŶƚƐ 
ǁŚŽŚĂǀĞĐŽŐŶŝƚŝǀĞŝŵƉĂŝƌŵĞŶƚ ? ĂŶĚ ‘WĂƚŝĞŶƚƐŐŽŝŶŐƚŽĂĐĂƌĞŚŽŵĞŽŶĚŝƐĐŚĂƌŐĞ ? ? 
 
One further patterned response was identified at this stage of analǇƐŝƐ P ‘ƚŚĞƚŝŵŝŶŐŽĨ
ƚŚĞŚŽŵĞǀŝƐŝƚ ? ?Initially the timing of the visit was felt to inter-relate with the themes 
that discussed the differing values a home visit can provide, as it appeared that the 
timing of the visit had an impact on its content. However, following further refining of 
the themes, it was identified that the senior OTs described differing perceptions of 
when a home visit should be completed and, although this related to the purpose of 
the visit, it was felt an important issue to highlight in its own right.  
 
The author presented these findings to a colleague, who was an experienced 
qualitative researcher, but who was not part of the HOVIS team, in order to reflect on 
her analytical process and rigour, and talk through the meaning of the themes 
developed. The author particularly wanted to gain feedback on the themes that had 
elements of overlap and the themes that had developed as a result of further refining. 
Positive feedback was received about the process taken to analysis and it was felt, as a 
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clear explanation of how the interpretations had developed, the overlaps were 
ĂĐĐĞƉƚĂďůĞ ?ďƵƚŶĞĞĚĞĚƚŽďĞƌĞĐŽŐŶŝƐĞĚĂŶĚ ?ǁŚǇƚŚĞƐĞƚŚĞŵĞƐǁĞƌĞŶ ?ƚĐŽŵďŝŶĞĚ ?
should be stated. 
 
Figure 5: Senior OT analysis defined themes 
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Appendix K: The patient participant analysis audit trail 
Following familiarisation of the data, initial coding took place, whereby any data 
relating to the value of home visits after stroke was given a code. Responses from 
relatives, who were present during the interviews, were also coded at this stage to 
enable an overall impression of the data, but direct quotations were not used in the 
reporting stage. One hundred and two codes were generated. Each code was written 
down, and any codes that had the same or similar meaning were placed together; this 
provided a visual image of the developing themes. At this stage, 11 initial themes were 
developed from the codes.  
Figure 6: Patient participant initial themes 
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It was evident from the interview data that the patients had found the home visit an 
enjoyable ĞǆƉĞƌŝĞŶĐĞĂŶĚƚŚĂƚƚŚĞǇǁĞƌĞ ‘WůĞĂƐĞĚƚŽďĞƌĞƚƵƌŶŝŶŐŚŽŵĞ ? ?ďƵƚƚŚĞǇĚŝĚ
also talk about problems that they had encountered since their return home. At this 
stage, these problems forŵĞĚƚŚĞƚŚĞŵĞ ‘WƌŽďůĞŵƐĞŶĐŽƵŶƚĞƌĞĚďǇƉĂƚŝĞŶƚƐ ? ?/ƚǁĂƐ
also evident that there was a perceived lack of time to complete the home visit and the 
ƚŚĞŵĞ ‘dŝŵĞƉƌĞƐƐƵƌĞƐ ?ǁĂƐĚĞǀĞůŽƉĞĚ ?ŶŽƚŚĞƌĚĞǀĞůŽƉŝŶŐƉĂƚƚĞƌŶŽĨĐŽĚĞƐĨƌŽŵƚŚĞ
initial findings related to the difference in what patients actually did in terms of 
activities of daily living (ADL) practise on the home visit, with some patients reporting 
that they had done very little activity on their visit. The author at this point had to 
acknowledge her pre-conceptions in relation to this, as when patients reported they 
ŚĂĚ ‘ũƵƐƚƐĂƚ ?ĚƵƌŝŶŐƚŚĞŚŽŵĞǀŝƐŝƚ ?ƐŚĞŚĂĚĨĞůƚƚŚŝƐƚŽďĞŶĞŐĂƚŝǀĞ, in view of what 
could have been achieved. It was however acknowledged that the patient participants 
had not expressed this as negative, and therefore in the ongoing interpretation of this 
data, the author was careful not to influence the findings from her own perceptions, 
but those of the patients.  
 
dŚĞŝŶŝƚŝĂůƚŚĞŵĞƐǁĞƌĞĨƵƌƚŚĞƌĚĞǀĞůŽƉĞĚĂŶĚŝƚǁĂƐĨĞůƚƚŚĂƚƚŚĞ ‘WƌŽďůĞŵs 
ĞŶĐŽƵŶƚĞƌĞĚďǇƉĂƚŝĞŶƚƐ ?ĞŶĐŽŵƉĂƐƐĞĚĂŶƵŵďĞƌŽĨƚŚĞŽƚŚĞƌŝŶŝƚŝĂůƚŚĞŵĞƐŝ ?Ğ ?
problems with recommendations, problems with the environment, lack of time and the 
ŝŵƉŽƌƚĂŶĐĞŽĨĚŝƐĐƵƐƐŝŽŶ ?ǁŚŝĐŚŝŶĐůƵĚĞĚĂ ‘DŝƐƐĞĚŽƉƉŽƌƚƵŶŝƚǇĨŽƌŝŶĨŽƌŵĂƚŝǀĞ
ĚŝƐĐƵƐƐŝŽŶ ? ?  
 
ƵƌŝŶŐĨƵƌƚŚĞƌĂŶĂůǇƐŝƐ ?ƚŚĞŵĞĂŶŝŶŐŽĨƚŚĞƚŚĞŵĞ ‘ZĞĂůŝƚǇŽĨƚŚĞƉĂƚŝĞŶƚ ?ƐĂďŝůŝƚǇƚŽ
ĐŽƉĞĨŽƌƉĂƚŝĞŶƚĂŶĚ ?Kd ?ĚĞǀĞůŽƉĞĚĂŶĚŝŶĐŽƌƉŽƌĂƚĞĚ ‘ǀĞƌǇƚŚŝŶŐŝƐƌĞĂĚǇĨŽƌ
ĚŝƐĐŚĂƌŐĞ ? ? ‘tŚĂƚŚĂƉƉĞŶƐŽŶƚŚĞǀŝƐŝƚ? ? ? ‘ƋƵŝƉŵĞŶƚ ? ĂŶĚƚŚĞ ‘ĞŶĞĨŝƚƐĨŽƌƚŚĞKd ? ?
therefore, thĞƐĞƚŚĞŵĞƐďĞĐĂŵĞƉĂƌƚŽĨƚŚĞ ‘Zealisation for the patient and/or the OT 
theme.  
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Figure 7: Development of patient participant initial themes 
  
ƚƚŚŝƐƉŽŝŶƚŽĨƚŚĞĂŶĂůǇƐŝƐ ?ƚŚĞKdƐ ?ĂŐĞŶĚĂĨŽƌĂŚŽŵĞǀŝƐŝƚĂŶĚŚŽǁƚŚŝs related to 
the reality for the patient and their carers situation on their return home was further 
explored. The patient participants reported that recommendations made on the home 
visit were not always in place for discharge, or patients had encountered problems with 
regards to facilitating the actions, or with broken equipment. These findings were felt 
to describe the reality of the problems faced by patients on their return home, which 
the home visit may not have overcome. This raised a question mark for some of the 
patients as to whether the home visit was effective in preparing the patient for their 
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ƌĞƚƵƌŶŚŽŵĞ ?dŚĞƚŚĞŵĞ ‘WƌĞƉĂƌŝŶŐƚŚĞƉĂƚŝĞŶƚĂŶĚƚŚĞĞŶǀŝƌŽŶŵĞŶƚĨŽƌĚŝƐĐŚĂƌŐĞ ? ?
ǁŚŝĐŚĞŶĐŽŵƉĂƐƐĞĚƚŚĞƚŚĞŵĞ ‘ZĞĂůŝƐĂƚŝŽŶĨŽƌƚŚĞƉĂƚŝĞŶƚĂŶĚ ?ŽƌƚŚĞKd ? ? was 
therefore developed.  This was termed as a question, to reflect perceptions of what the 
OTs had aimed to achieve, and areas where the home visit had not been successful in 
preparing the patient for discharge home from hospital.  
 
Following ongoing anaůǇƐŝƐƚŚĞ ‘/mportaŶĐĞŽĨĐŽŵŵƵŶŝĐĂƚŝŽŶ ?ĂŶĚƚŚĞ ‘>ĂĐŬŽĨƚŝŵĞ ?
themes were found to overlap, as a lack of time on the visit was perceived to account 
for less time to discuss concerns. However, the importance of communication reflected 
a more general theme, not only relating to home visits, but the discharge planning 
process in its entirety; it therefore had two separate meanings, with some overlaps. 
This was felt to be an important general message for the reader when considering how 
they communicate information to patients, who have had a stroke, and a theme that 
should be included.  
 
dŚĞŝŵƉŽƌƚĂŶĐĞŽĨĂƉĂƚŝĞŶƚ ?ƐĨĂŵŝůǇĂŶĚƐŽĐŝĂůŶĞƚǁŽƌŬŚĂĚďĞĞŶĞǀŝĚĞŶƚƚŚƌŽƵŐŚŽƵƚ
the analysis process, but when refining the themes and considering the meaning of this 
in terms of the value of the home visit for the patient, the necessity of the visit was 
perceived to be influenced by the social support a patient had on their return home 
from hospital. When referring to the need for a visit, those patients who were well-
supported socially and who also perceived that they were set up to manage at home, 
did not believe a home visit was essential.  
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Figure 8: Patient participant refined themes 
 
 
At this phase, the essence of each theme was defined and the meaning of each theme 
was described in detail. This included considering the assumptions the themes made, 
and the implications the theme had in relation to the value of home visits (Braun and 
Clarke, 2006: 94). Final refinements to the themes took place during this explanation. 
All of the quotations from each of the themes that had been stored in Nvivo 8 were 
reviewed, and the quotations that best reflected the essence of the themes were 
chosen, to draw together the narrative of the analysis. 
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Throughout this final phase the author had to reflect and compare the meaning of the 
ƚǁŽƚŚĞŵĞƐ ‘WƌĞƉĂƌŝŶŐƚŚĞƉĂƚŝĞŶƚĂŶĚƚŚĞŚŽŵĞĨŽƌĚŝƐĐŚĂƌŐĞ ?ĂŶĚ ‘Eecessity of the 
ŚŽŵĞǀŝƐŝƚ ? ?dŚĞŵĂŝŶƋƵĞƐƚŝŽŶŝŶŐĐĂŵĞĨƌŽŵƚŚĞŽǀĞƌůĂƉƐŝŶƚŚĞŶĂƌƌĂƚŝǀĞŽĨƚŚŽƐĞ
patients who have reduced social networks. Following ongoing questioning, it was 
ĐŽŶĐůƵĚĞĚƚŚĂƚ ?ĂůƚŚŽƵŐŚƚŚĞƌĞǁĞƌĞŽǀĞƌůĂƉƐŝŶƚŚĞƐĞƚŚĞŵĞƐ ?ƚŚĞ ‘WƌĞƉĂƌŝŶŐĂƉĂƚŝĞŶƚ
ĨŽƌŚŽŵĞ ? ?ŚĂĚĂĚŝĨĨĞƌĞŶƚŵĞĂŶŝŶŐƚŽƚŚĂƚŽĨƚŚĞ ‘EĞĐĞƐƐŝƚǇŽĨƚŚĞǀŝƐŝƚ ? ?dŚŝƐďĞŝŶŐƚŚĂƚ
the preparation the home visit provides, may be limited for individuals who struggle to 
complete the recommendations identified by the home visit, with those individuals 
with less social support finding this more difficult. In comparison the narrative about 
sociĂůŶĞƚǁŽƌŬƐŝŶƚŚĞ ‘EĞĐĞƐƐŝƚǇŽĨƚŚĞŚŽŵĞǀŝƐŝƚ ?ƚŚĞŵĞƌĞĨůĞĐƚĞĚƚŚĞƉĞƌĐĞƉƚŝŽŶƚŚĂƚ
home visits may be of more value to patients who have a limited social network on 
their return home, particularly those individuals who lived alone.  
 
This finaůƐƚĂŐĞŽĨǁƌŝƚŝŶŐƵƉĂůƐŽŚŝŐŚůŝŐŚƚĞĚƚŚĞůŝŵŝƚĞĚĚĂƚĂĨŽƌƚŚĞ ‘/ŵƉŽƌƚĂŶĐĞŽĨ
ĐŽŵŵƵŶŝĐĂƚŝŽŶ ?ƚŚĞŵĞǁŚĞŶĐŽŵƉĂƌĞĚƚŽƚŚĞŽƚŚĞƌƚŚĞŵĞƐ ?dŚĞauthor reflected on 
the meaning of this theme, and did not feel it was specific enough to the value of home 
visits to warrant a theme. It was therefore, at this point, excluded from the findings.  
 
Figure 9: Patient participant analysis defined themes 
 
